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It is needless to state that many believe 
the medicine of the future to be the medi- 
cine of sera and vaccines. The enthusiastic 
even believe—since gonorrhea and its com- 
plications are due to a known germ, one 
that conforms to all the rules of Koch—that 
the empiricism of treatment which has so 
long dominated this so well known clinical 
disease will be relegated to the rear, and 
that the new methods which Wright, Rog- 
ers and Torrey, and others have introduced 
will be substituted with great benefit. 

Admitting that Wright’s work has been 
exceedingly fascinating and scientific, and 
that his means of accurately estimating the 
opsonic content of the blood is a guide in 
the therapeutic use of bacterial vaccine in 
Neisserian infection, as well as in many 
other bacterial diseases, it must also be 
admitted that there is still great lack of 
conclusive evidence as to the _ beneficial 
effect or the true value of gonorrheal vac- 
cine therapy; this being probably a more 
debatable subject than some of the other 
welleknown bacterial diseases. This mode 
of administration and treatment, based on 
Wright’s teachings, dates back only to 1905. 
The great majority of the work done in this 
field has been done with germs other than 
the gonococcus. However, in the past two 
or three years great advances have been 


made, and it is to be hoped that definite con- 
clusions will result shortly. 

Serum therapy has been exploited and 
proved of immeasurable value in certain 
bacterial diseases. Great opportunity has 
been afforded to study this mode of treat- 
ment in certain diseases. Early in 1906 
Torrey reported the use of an antigono- 
coccic serum in the treatment of some cases 
of gonorrheal arthritis. From these favor- 
able reports, others as well as Torrey and 
Rogers were imbued with the desire to 
make further investigations. If I am not 
mistaken, the above were the first to treat 
patients in this manner suffering from gon- 
orrheal complications, hence all the work 
done dates from that time. 

I shall not burden the reader with a de- 
tailed mode of manufacture of either the 
serum or vaccine, but I wish to refer to the 
well-known literature on this subject, or 
directly to the Department of Experimental 
Medicine of Parke, Davis & Company, by 
whom all the vaccine and serum used by 
me has been furnished. Yet, to freshen 
the memory, I will mention briefly the gen- 
eral principles of their manufacture. 

Antigonococcic Serum.—This is prepared 
by injecting live and dead virulent cultures 
of gonococcus. Injections are made into 
the peritoneal wall of a healthy uncastrated 
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ram. One injection weekly of the virulent 
dead cultures is given for three weeks, and 
then one injection of the virulent live cul- 
tures in increasing doses is given weekly 
for seven weeks. The blood is withdrawn 
from the animal, the clot allowed to sep- 
arate, and the serum is. tested bacteri- 
ologically to see that no contaminating 
germs are present. Four-tenths of one- 
per-cent trikresol is added to the serum. 
This is then placed in hermetically sealed 
bulbs containing 2 Cc. each of the serum. 
This serum is polyvalent and is made 
from six to ten strains of the virulent 
cultures. 

Gonococcus Vaccine—This vaccine is 
prepared from seven to ten strains of viru- 
lent cultures of gonococcus and is sterilized 
at 60° C. for forty minutes. It is stand- 
ardized to represent a definite number of 
organisms to the cubic centimeter. There 
are on the market bulbs representing 20,- 
000,000 organisms, bulbs representing 100,- 
000,000 organisms, and bulbs 500,000,000 
organisms to the cubic centimeter. These 
dead germs are suspended in physiological 
salt solution and four-tenths of one-per-cent 
trikresol is added as a preservative. It is 
marketed in hermetically sealed glass con- 
tainers. 

A serum contains a product called anti- 
body, precipitin, and also known under 
other names, produced by injecting into 
an animal (usually an uncastrated ram) 
living as well as dead bacteria. In other 
words, the living bacteria are supposed to 
continue to live after the injection into 
the peritoneal cavity, and thus continue or 
set up certain, or commence to form, bodies 
that are called antigens, and these in turn 
antibodies. In addition to these, killed 
bacteria, which contain endogenous poisons, 
are also injected into the peritoneal cavity, 
and these are supposed to be taken up by 
the vascular system. This process as it is 
now carried out requires some ten weeks. 

As can readily be seen, it is all only 
done approximately—no definite weight of 
the ram, no exact number of either the 
living or dead gonococci, and only a fixed 
length of time is taken—for the end 
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product to be produced. As no known 
method of standardization of these (one 
or more, soluble or insoluble) is at present 
known, it can readily be seen why it is 
desirable to establish certain facts pertain- 
ing to dosage, where all depends on clin- 
ical evidence—empirical therapeutics. Anti- 
gonococcic serum is not an antitoxin, but 
a bactericidal substance. 

One phase of the serum therapy is shown 
by the fact that sera are gained at the 
present time from rams and horses. There 
always has been a discussion as to the re- 
spective value of each—however, their value 
or utter danger and valuelessness can only 
be gauged by a certain amount of experi- 
mentation. 

As to the subject of vaccines, that is a 
matter placed on a fairly substantial foot- 
ing by Wright and Douglas and many ad- 
herents and close followers of biologic 
therapeutics. A definite object, something 
that can be counted and seen, is handled 
when vaccines are taken into consideration, 
although it is possible that some strains 
may be more virulent than others. 

There can be no question that the esti- 
mation of the opsonic index is open to 
many technical errors and hence mistakes, 
besides requiring much time to grow from 
the individual the definite bacterium and 
to prepare the same for injection. For 
these reasons, if for no others, it seems 
to me, as it has to many others, that if by 
the clinical course of a patient treated with 
stock vaccines, and without examining for 
the opsonic index each time of injection, 
some guide can be formulated to assure 
satisfactory results, some advance will 
have been made with these therapeutic 
measures. 

I do not wish to consider the principles 
of Wright’s opsonic therapy, but only to 
state that if a patient is suffering from a 
known bacterial disease and is injected.with 
the corresponding vaccine, bacteria killed 
at 60° C. for one hour, in definite and 
known numbers, a marked decrease from 
the already low opsonic index is noted 
(known as the negative phase); then fol- 
lowed by a rise of the opsonic index (posi- 
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tive phase as it is called) of the respective 
bacterial injection. Now, if this is all true, 
and the injection of correct vaccines is con- 
tinued in the correct dosages and in the 
correct intervals, and the opsonic index 
can be raised and kept there, therapeutic 
or good clinical results are to be expected. 

In a somewhat purely experimental 
period (1907) I had become interested, 
with McArthur and Hollister, in opsonic 
therapy, pertaining, however, strictly to 
gonorrheal cases. At that time Dr. 
Hollister and I set up a classification of 
clinical cases, from which I have had no 
cause to deviate. I see no reason why it 
is not acceptable for both vaccine and 
serum therapy in connection with gonor- 
rheal cases. It is possible to classify clin- 
ically and place all cases into one or more 
of the following divisions: 

A.—Acute gonorrheal urethral infections: 

I. Anterior or posterior or anteropos- 
terior. 

II. Complicated with prostatitis, vesi- 
culitis, epididymitis, etc. 

III. Involvement of joints, iris, pleura, 
endocardium, etc. 

B.—Chronic gonorrheal urethral infections: 

I. Anterior or posterior or anteropos- 
terior. 

II. Complicated with prostatitis, vesi- 
culitis, epididymitis, etc. 

III. Involvement of joints, iris, endo- 
cardium, pleura, etc. 

Another classification would include all 
cases of an acute or chronic nature. 

I. Uncomplicated. 

II. Complicated, as are usually under- 
stood to follow by direct continuity, from 
(in our cases) the primary focus or the 
urethra. Here, naturally, are included 
prostatitis, seminal vesiculitis, epididymitis, 
etc. 

III. Complicated, as are now believed 
to follow the entrance of the gonococcus 
into the circulation, either directly or 
through the lymphatics. Here are included 
all of the joint, tendon, and muscle involve- 
ments, as well as iritis, endocarditis, etc. 

I wish to state that I have not followed 
the views of others and have not been 


checked or led by their conclusions, but 
have taken an absolutely independent 
course, and the following are my own de- 
ductions. Some of them may correspond 
to the views of others, and they may also 
differ from those expressed by myself at 
the 1908 meeting of the American Associ- 
ation of Genito-urinary Surgeons. It is 
but natural that I may have been influenced 
to some extent by what I have read, yet I 
have been strictly guided by watching the 
effect of these therapeutic agents. 

My investigations, as it happens, are 
confined to the male sex. I wish to add 
that the majority of cases were referred 
by me to the hospital and were private pa- 
tients; furthermore, that they not only 
remained under treatment during their 
stay at the hospital, but as soon as their 
condition permitted them to leave the insti- 
tution they were under care and observa- 
tion for some time afterward. In other 
words, the cases were of that severity 
which required hospital care and not ambu- 
latory treatment. I think this is worthy of 
some attention. Only a small percentage 
of cases were of the ambulatory type. 
However, as I have already stated, practi- 
cally all of those whose condition demanded 
rest in bed were treated, or at least made 
to report for observation after they had 
been discharged from the hospital; some 
were during this period of convalescence 
ambulatory cases. During the time that 
these observations were made, I have seen 
many other cases which either refused this 
mode of treatment or the consultant had 
objected to its employment. For this rea- 
son I have been able to watch constantly 
cases treated without vaccines or serum, 
and cases treated with either vaccine or 
serum—in some instances with both. 

As this contribution is strictly one from 
a clinical standpoint, I wish to say a few 
words as to its mode of administration and 
the dosage. As already stated, I have felt 
free to follow my own dictates in these 
as well as all the other matters pertaining 
to this subject. 

For instance, one writer states that he 
uses the abdominal wall because the re- 
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action following is better tolerated than if 
given elsewhere. I do not care to discuss 
this matter, as this point has been brought 
out before—particularly in connection with 
other forms of serum. There probably is 
room for discussion, both from a theoretical 
as well as from a clinical standpoint. How- 
ever, this would lead to an endless and 
probably unimportant discussion. In this 
series of cases, both vaccine and serum 
have been injected subcutaneously and 
deeply, intramuscularly—the latter, how- 
ever, only in the spinal and gluteal mus- 
cles. The subcutaneous injections have 
been given in all the extremities and 
all portions of the chest and abdomen. 
In some instances the injections have been 
made with a view of remaining in the 
neighborhood of the parts involved. How- 
ever, no definite place of injection for any 
particular kind of complication has been 
selected. I cannot state that one site of 
injection is preferable to any other, because 
in this series of cases, for instance, with 
serum, I have had patients complain of 
pain whether given superficially or deeply, 
whether into extremities or body, whether 
injected slowly or quickly, etc. In many 
instances, no matter whether given deeply 
or superficially, into extremities or body, 
the same general effects have been noted, 
in the same period of time. I have refer- 
ence to the malaise, even anorexia, and 
particularly the tight or constricted sensa- 
tion around the thorax, which occurs in a 
fair percentage of cases, and which may 
persist a variable length of time. Neither 
are the local manifestations different. I 
have seen moderate pain and the slightest 
redness follow, and again, marked redness 
and swelling with great heat and itchiness 
and burning sensations, particularly with 
the serum. 

As the technique of administration is so 
common and familiar I will omit the details. 
Yet I am a believer, simply from a the- 
oretical view-point, and it has been carried 
out in this series of cases, in the use of all 
necessary aseptic and antiseptic precau- 
tions; but I know of no cases in which 
infection has set in, nor do I believe that 


it would if all precautions were not taken. 
I can only refer the skeptic—yet I do not 
advocate it—to the method of injection, 
both of the soluble and insoluble salts of 
mercury in the treatment of syphilis, where 
frequently absolutely no precautions whatso- 
ever are taken, and where no ill results have 
been noted (to any greater degree than if all 
precautions had been used). In order to 
avoid the injecting of serum or vaccine 
into a vein, it has been recommended, after 
the needle has been introduced, to discon- 
nect the syringe from the needle and then 
to note that no bleeding occurs. If none, 
the syringe is again adjusted and fluid 
injected. Probably it is best if this is done 
slowly, as large quantities, if rapidly in- 
jected, may produce a little more pain; 
furthermore, withdraw the needle quickly. 
It has also been advised to inject a little 
normal saline solution so that no vaccine 
or serum follows the site of withdrawal of 
the needle, in order to avoid local mani- 
festations; also to massage the site of in- 
jection and to seal the puncture with col- 
lodion. 

Now, as to the dosage of both serum and 
vaccine. There can be no question that up 
to the present time there are no positive 
maximum or minimum doses of either. In 
a general way, of course, there are maxi- 
mum doses of every therapeutical agent, 
yet there are no set or fast figures with 
these biological products. Neither has it 
been established that they are agents only 
of evanescent or of accumulative action 
and value. From what I have stated and 
believe to be true, it is essential to fix a 
true value—a positive dosage—if it is pos- 
sible, for these remedies. Furthermore, we 
should be certain that they have no accu- 
mulative or detrimental action in whatso- 
ever dosage given. 

That individuals, both in health and dis- 
ease, have idiosyncrasies to these remedies, 
as to all other sera and vaccines, is a well- 
established fact. That many of the conse- 
quences in some of these have been of a 
serious nature causes one to be extremely 
careful in the administration of these un- 
doubtedly powerful drugs. 
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Furthermore, one point which I wish to 
make more prominent is that in the direc- 
tions for this particular serum the dose 
has often been stated to be 2 Cc., which 
may be repeated in ore, two, three, or four 
days, according to the indications shown 
by the patient, in the judgment of the 
physician. Now, what does this mean? In 
my mind, nothing definite whatsoever! In 
the judgment of the physician—it is well 
known that our judgments differ, and if 
the serum therapy is ever to be applied gen- 
erally—by all practitioners—there must be 
some more definite points for the practi- 
tioner to follow. In this series of cases I 
have given 2 Cc. daily for two or three or 
four or five successive days, also with two-, 
three-, four-, or five-day intervals; and 
have increased to 4 Cc. with similar inter- 
vals; and again, I have given 6 and even 8 
Cc. at a time, but these quantities usually in 
five-day intervals. 

I do not pretend for a moment to have 
established either interval or quantity, yet 
I have gone off the trodden path and at- 
tempted to gain results where others have 
failed in similar cases; that is, by the ad- 
ministration in varying dosage, more or 
less often given, and in some cases both 
serum and vaccine have been given, with 
that object in view. 

I am perfectly familiar with the discus- 
sion as to whether or not the opsonic index 
should be taken when considering the dos- 
age and the time at which the following 
injection is to be given. But the question 
arises with the attempt at the introduction 
of vaccines, Is it possible to use stock vac- 
cines and to elicit the same points from 
clinical observations? In order to estimate 
the correct dosage there are but two ways: 

(a) It is possible to direct and to control 
by estimating the opsonic index the action 
of the vaccine on the organism. 

(b) Or gauge the action of the injection 
of vaccine on the clinical symptoms. 

I am inclined to believe that in the arth- 
ritic conditions which I have under con- 
sideration, for practical purposes, two gen- 
eral divisions can be made: First, those 
of great chronicity, where hyperplasia ex- 


ists in the involved and diseased tissue, 
probably based on a metastatic condition, 
and where no general symptoms exist of a 
toxemic character; and again, in those 
acute conditions where inspection and pal- 
pation permit of noticeable changes, and 
which are also accompanied by general 
symptoms where gonococcemia and meta- 
stasis are present. In this class of cases I 
am inclined to believe it is most often that 
one meets with involvement of only one 
joint. However, more than one and even 
numerous joints may become affected. 
Furthermore, I am inclined to believe that 
the small joints are almost as frequently 
involved as the large ones. These kind of 
cases oftentimes show exacerbations in 
their course. The second class of cases 
that I have reference to are those that are 
probably based on a toxemic condition. 
This variety oftentimes simulates in some 
minor degree articular rheumatism. It is 
in this class of cases that one most often 
sees more than one joint—in fact, numer- 
ous joints—involved, particularly the large 
joints. 

It is in this first type of acute conditions 
that I am inclined to believe that the use 
of stock vaccines without taking the op- 
sonic index will become of more general 
use than in the very chronic variety, be- 
cause in the latter cases the symptoms are 
not sufficient to guide us as to dose and 
time of the next injection. In the second 
division—that is, those cases that I con- 
sider toxic in character—I am inclined to 
believe that the serum treatment can be 
instituted with more advantage than the 
vaccine treatment. 

Naturally, in taking up the vaccine treat- 
ment and the consideration of results, one 
should and must, if results are to be ex- 
pected, consider the individual case: first, 
as to whether it is acute or chronic; sec- 
ondly, as to whether it is confined (a) to 
the urethra, (b) to the adnexa, (c) or to 
some distant part; thirdly, if it is, for ex- 
ample, a joint, whether there are or are not 
general symptoms. Finally, all cases in 
which there is a discharge from the urethra, 
adnexa, or involved part must be examined 








bacteriologically in order to determine 
the presence or absence of the gonococcus, 
and also to establish with certainty 
whether only a secondary infection re- 
mains or complicates the gonorrheal 
infection. 

It has been my desire to satisfy myself 
and to satisfy those who have not at their 
command the material and the patients as 
to the possibilities of the therapy with stock 
vaccines. 

As a matter of interest, Wright and his 
workers have shown that the injections 
should not be made with too great rapidity, 
because it is then possible to inject during 
the period of the negative phase, and the 
subsequent injection probably would lower 
the opsonic index still further and ill re- 
sults clinically would follow. From what 
has been stated I admit that it seems to me 
that it is desirable if possible to introduce 
this mode of treatment into the hands of 
as many as possible. I do not deny that it 
should not be popularized to such an extent 
that the fundamental elements of the prin- 
ciples are to be forgotten, because then it 
is that bad results are to be expected. The 
pendulum has already commenced to swing 
back, and unnecessary condemnation is 
heard. , 

If I am not mistaken, stock vaccines in 
numerous cases—in those which have been 
considered as I have _ outlined—have 
proved as efficacious as autogenous vac- 
cines in others. The so-called therapeutic 
gauge is certainly not so accurate as the 
opsonic index, and until something else has 
been found to gauge with greater ease our 
therapeutic efforts with as much accuracy 
as the opsonic index, it will still be neces- 
sary to continue the use of the opsonic 
index as a gauge on the immunizing action 
or therapeutic results in the individual. 

In the consideration of the results of the 
vaccine treatment, I wish to state that I 
have been fairly careful in the increase of 
the doses, particularly whenever I have 
given mixed or more than one kind of vac- 
cine to the same individual. Besides, I 
have always attempted to be alert for un- 
usual symptoms or for untoward symptoms. 
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Furthermore, I have attempted to gauge 
the correct intervals and to observe whether 
small doses require shorter periods of time 
than if large doses are given. I have never 
seen any serious result from either the 
injection of serum or vaccine; yet in acute 
gonorrhea a large dose of gonococcus vac- 
cine can cause undesirable symptoms—in 
one case severe fever and a long period of 
perspiration, and at the same time anorexia 
and general discomfort followed. 

I do not wish to discuss the subject, yet 
it is again and again brought forward that 
autogenous vaccines are more efficacious 
than stock vaccines. It is true that Was- 
sermann and others have found variations 
as to cultural characteristics and toxicity 
for animals with different strains. It is 
particularly for reasons of this kind that 
the advocates of autogenous vaccines do 
not care even to listen to results gained by 
stock vaccines. I will have to admit that 
practically all those who have worked with 
both have often seen better results with 
the autogenous vaccines. 

Personally, I am inclined to believe that 
the matter is not settled. Take into con- 
sideration the great variability of the clin- 
ical course of these arthritic conditions. 
It is known that it is not always an easy 
matter to state that an improvement is due 
directly to each therapeutic agent. It 
is in my mind a matter not easy 
to determine, and requires still more clinical 
observation to come to definite conclusions. 

In taking into consideration the cases 
that I have under discussion, I wish to 
state that I have diagnosed all according to 
the accepted clinical standards. 

I have been in a position to observe quite 
a few since leaving my care, and know in 
some instances that no recurrences have 
followed—in other words, that some of the 
results have been permanent. 

These patients were all males. Prac- 
tically all were sufficiently ill to require 
hospital care. In some instances, naturally, 
there had been previous attacks. In every 
instance either an acute or chronic ure- 
thritis was present. In most all the gono- 
coccus was demonstrated in the discharge 
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or shreds with the Gram stain; in some 
instances it was demonstrated by culture 
from discharges from the urethra and also 
from joint. 

In all instances it has been attempted to 
continue the local urethral and adnexa 
treatment until the urine and wash water 
and expression secretion from the adnexa 
have been entirely freed from pus. The 
treatment has always been according to the 
accepted modes. It can well be imagined 
that various kinds of complications have 
been met with. 

Practically all joint cases were treated 
locally, as I am of the belief that it is abso- 
lutely essential in the vast majority of cases, 
the manner of treatment depending on the 
condition, according to the modern views 
of treatment. The local treatment of the 
joints consisted of all that is usually pre- 
scribed for the different stages—casts, 
counter-irritation, passive hyperemia, mas- 
sage and baths, hot packs, etc. 

Now, how was I guided in order to ex- 
press an unbiased opinion? I wish to state 
that during the same time that I treated 
patients with sera or vaccines I had cases 
under consideration which had all the afore- 
mentioned modes of treatment except vac- 
cine or serum. Furthermore, I compared 
their clinical courses with those of the 
cases which I had treated previously with- 
out these adjuncts to our therapeutic arma- 
mentarium. 

I have noted that other joints have be- 
come involved while patients are either 
under serum or vaccine treatment. Besides, 
vaccine or serum treatment does not give 
any lasting immunity, as in several instances 
the patients acquired gonorrhea a year later 
and again suffered from gonorrheal ar- 
thritis. 

My belief has been and is that compara- 
tively small doses, 10,000,000 to 50,000,000, 
repeated at fairly short intervals, four to 
five days apart, are far more efficacious 
than larger doses, 75,000,000 to 150,000,000 
or more, and given six to seven or more 
days apart; yet this entire question cannot 
be agreed upon because I believe there are 
many features, or at least some, in each 
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individual case which might modify the 
dosage and also the frequency with which 
a vaccine treatment is to be given. 

I believe it is desirable to commence with 
minimum doses of vaccine in acute as well 
as in chronic cases, that there should only 
be a gradual increase of the dose, and if the 
doses are maximum that the intervals 
should be far apart. The maximum dose, 
if given, is probably best in the chronic 
cases, which are considered metastatic. 

In the vast majority of cases of gonor- 
rheal arthritis, occurring during an acute 
attack of gonorrhea, I am inclined to be- 
lieve that there is usually a gonococcemia, 
and the results obtained have been far more 
satisfactory with vaccine in this class of 
cases than with the serum. 

However, in chronic urethral adnexa 
cases in which the gonococcus is the only 
infecting bacterium, and in which the joint 
involvement is possibly only toxemic, serum 
therapy has been of greater satisfaction. 

In chronic gonorrhea complicated with 
secondary infections of the urinary tract 
with its adnexa,’ the joint complications 
have not improved to any extent with either 
serum or vaccine Or with both. 

In only a few instances have I injected 
with a vaccine corresponding to the sec- 
ondary infection in addition to the gonococ- 
cus vaccine, and in these I have not been 
inclined to note an improvement. I think 
that these cases are the ones which are most 
difficult to handle and treat and to get good 
results. 

I shall not attempt to take up in detail 
any of the cases, but only wish to enumer- 
ate some of the general observations. Some 
of the cases have been under observation 
for over a period of three years. The 
quantity of vaccine at each individual dose 
varied from 10,000,000 to 100,000,000; 
serum from 2 Cc. to 10 Cc. at a dose. The 
intervals between the doses of vaccine and 
serum varied from three to twelve days. 

In all I have treated thirty-two cases with 
vaccines and two with-serum in which the 
urethra and adnexa were involved; nine- 
teen cases of joint involvement with vac- 
cine, and twenty-one cases with serum. Of 
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these, six cases suffered with both arthritis 
and urethral complications. In some in- 
stances as high as 165 Cc. of serum was 
given, and as many as 1,400,000,000 bacteria 
in a single vaccine case. 

The total number of cases treated with 
either serum or vaccine, or both, showed the 
following results: 

(a) No improvement, 14.28 per cent. 

(b) Improvement, 57.16 per cent. 

(c) Cured, 28.56 per cent. 

I can state in fairly positive terms that 
the vaccines in the urethral adnexa cases, 
no matter whether chronic or acute, but 
chiefly in the acute cases, were beneficial 
as regards decreasing painful symptoms 
and reducing the character of the dis- 
charges, and that the serum had practically 
no influence in the same class of cases. In 
acute joint involvements where usually only 
one joint was involved, vaccines were of 
marked benefit. In many cases, even where 
acute symptoms were present and numerous 
joints were involved, serum was of great 
benefit. I have reference to the shortening 
of the time of the attacks, and causing the 
swelling and pain to disappear and giving 
good motility results. 

Comparatively small doses, 10,000,000 to 
40,000,000 bacteria, not too often given, 
once in four or five days on the average, 
seem to have been more effective than 
where larger doses were given—40,000,000 
to 100,000,000 four to five days apart. 

The serum has given the best results 
when given in small quantities, 2 to 4 Cc., 
not oftener than every third or fourth day, 
even every fifth or sixth day. 

When no gonococci are found in a 
chronic secretion, I have usually recom- 
mended to commence with 10,000,000. 
Should no reaction follow on increasing 
doses, a dose of 40,000,000 may be given, 
provided bacteriological examination has 
shown secondary infection. 

There were treated in this series a total 
of 70 cases. Out of these, 38 cases, or 54 
per cent, were complicated with arthritis. 
One-half of the 38 arthritic cases, or 50 per 
cent, were treated with serum; these showed 
the following results: 
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PC a eee 7 or 37 ‘percent. 
Cee ccncccceenscees 1 or 14 =? 
TMPTOVER  ocicccccccce 5 or 71 sie 
Not improved ........ 1 or 14 gr 

Subacute cases ......... ‘cnet “ * 
RD States sadenien 2 or 33% 
SMOPONOE 5 ii.0.6:0:056.0:0:00 2or 38% “ “ 
Not improved ........ 2or 33% “* “* 

Chronic cases .......00- cats “* * 
GEE, a:nWtb meen ae 1 or 160%“ * 
FRPOVER cc wccecscces 3 or 50 oe 
Not improved ........ S,erseye * * 


The remaining 19 arthritic cases, or 50 
per cent, were treated with vaccine, with 
the following results: 


ACUIE CROCE 2 vccvccccss 6 or 31.5 per cent. 
ROE sccmeec csnecees 1 or 16% “ “* 
ee ere 5 or 884% “ “ 
Not improved ........ 0 

Subacute cases ......... tens “ * 
CHEE sick cesite-sevnses.e 4 or 66% “ “ 
Emproved ..ccccceccce ieee C* 
Not improved ........ ict” * 

Chronic cases ......+0+. 7 or 37 15 av 
CMON cesadcdsvcecene 3 or 42.85 “ “ 
Improved ...ccccccces Sor ats” “ 
Not improved ........ 0 


Of these 38 arthritic cases, two were 
treated with both serum and vaccine; one, 
a chronic case, showed improvement with 
both; while the other, subacute, showed no 
improvement with the serum but was cured 
by the vaccine. 

As to the results of these arthritic cases, 
I have special reference to (a) length of 
time of treatment; (b) results as to func- 
tionating joints; (c) the course, whether 
marked pain and swelling during the treat- 
ment. 

Although I have my ideas as to the ef- 
ficiency of the vaccine and serum in the 
different classes of cases, as already out- 
lined, yet I have used them almost alter- 
nately in my early work in the various 
cases in order to satisfy myself. But of 
late I have entirely reserved the serum 
treatment for the chronic arthritic cases 
and the acute and subacute multiple joint 
involvements. Yet in these good results are 
not always to be noted. Take into consider- 
ation the fibrous adhesions which limit the 
use of a joint and are productive of pain 
—these cannot always be controlled, but if 
it is due directly to a poisoning based on 
the gonococcus toxin, and not to the infec- 
tion of the joint with the gonococcus, I am 
inclined to believe that serum is indicated. 

In those cases of acute or chronic 














arthritis in which the joints are involved 
with the gonococcus and in which vaccines 
have been used, some good results have 
been noted, particularly in the very acute 
suppurative cases. 

To be more explicit, the serum seems to 
be more serviceable in those cases which 
clinically have always been referred to as 
“gonorrheal rheumatism” than to any of 
the other arthritic conditions. As to the 
action of the serum on the urethra and the 
urethral adnexa conditions, it does not 
seem to influence these to any extent. I 
have not been able to watch this very 
closely because al! cases received the reg- 
ular urethral treatment. The quantity of 
serum used seems to be of importance. As 
already stated, 2 Cc. is usually not sufficient 
for a dose, and best results have been noted 
with 4 to 6 Cc. intramuscularly, with the 
days apart usually five. The total amount 
has often reached 30 to 50 Cc. 

Of the thirty-two cases which were not 
complicated with arthritis I have used the 
serum in only a few, the majority being 
treated with vaccine. I do not wish to dis- 
cuss these results in detail, although I have 
already expressed my opinion. In the more 
acute, the less the quantity; in the more 
chronic cases, the larger the dose has been. 
I have had a tendency to repeat the injec- 
tion oftener in the former than in the latter 
type of cases. Since they may be of inter- 
est I will insert here the statistics of the 
cases complicated with epididymitis in this 
series. These were treated with vaccine, 
with results as follows: 


IE. oc cacaceescs 10 or 40 __—i per cent. 
siamese voure ue 1 or 10 =. Se 
TeMBTOVER ..ccccccccce 7 or 70 ~ 
Not improved ........ 2 or 20 “ @ 

Subacute cases ......... 12 or 48 er 
CEE ccsacesousanease § or 41% “ “ 
Improved ccccccccscce To ti~7. - * 
Not improved ........ 0 

Chronic cases ......000. 3 or 12 - a 
CE simsivsnavesao ae | 
pO eee 2 or 66% “ “ 
Not improved ........ 0 


There were two cases, one acute and one 
subacute, which were complicated with both 


and these were 


arthritis 


epididymitis ; 
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treated with vaccine and both showed im- 
provement. 

With all my observations I am not in a 
position to state that vaccines or sera are 
of no value in any one of the various types 
of cases. I have only expressed my opinion 
that sera are more efficacious in some and 
vaccines in others. Yet I wish to state 
that in all the various classes of cases both 
vaccines and sera have apparently shown 
favorable results. And not to be misunder- 
stood, I have seen a large number of cases 
in which neither form of treatment has 
caused me to become too optimistic. 

The following table shows the results in 
all cases treated with serum, together with 
the average number of days’ treatment and 
the average number of injections per case, 
under each subheading: 


Total number of cases treated with 


SEFUM crccccccccccccesccceccece 22 
RAE GEE Sik ce ccsanndaswedenewe 7 
Acute Cases CUTER... cccccccccere - lor 16% percent. 
Dh, GE p-vcdetcndchsos 21 
No. injections ......... 7 
Fo ee 28 Ce. 
Acute cases improved............ 5 or 6634 per cent. 
Average No. days...... 61 4/5 
Average No. injections. 11 4/5 
Average amount ....... 43 1/5 Ce. 
Acute cases not improved........ 1 or 1633 per cent. 
Average No, Jays...... 60 
Average No. injections. 39 
Average amount ....... 163 Ce. 
ee a eee ee 7 
Subacute cases cured..........+. 2 or 28.43 per cent. 
Average No. days...... 23% 
Average No. injections. 7% 
Average amount ....... 34 Ce. 


Subacute cases improved.... 
Average No. days...... 21 
Average No. injections. 7 


- 3 or 43.14 per cent. 





Average amount ....... 263g Cc. 
Subacute cases not improved..... 2 or 28.43 per cent. 
Average No. days...... 48% 


Average No. injections. 17 


Average amount ....... 914% Ce. 
Chores GREG 6oscdcccsvcesocesens 8 

Chronic cases cured.......-scecce lor 12% per cent. 
ee ere 27 
No. injections ......... 10 
AME 26 vdcecsecaces 40 Ce 

Chronic cases improved.......... 4 or 43% per cent. 
Average No. days...... 63 
Average No. injections. 7%4 
Average amount ....... 29 Ce. 

Chronic cases not improved...... 4 or 433%, per cent. 
Average No. days...... 30 
Average No. injections. 11% 
Average amount ....... 42 Ce. 


The following table gives the same infor- 
mation in regard to all the cases treated 
with vaccine: 
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Total number of cases treated with 


DEE Bcc eis nicesweeeauanse cou 
ee ee er om 17 
pO ee 2 or 11.76 per cent. 
Average No. days...... 12 
Average No. injections. aay 
Average amount ....... 23,333,333 bacteria. 
Acute cases improved............ 12 or 70.57 per cent. 
Average No. days...... 20% 
Average No. injections. 6% 
Average amount ....... 138,333,333 bacteria. 
Acute cases not improved........ 3 or 17.66% per cent. 
Average No. days...... 10% 
Average No. injections. 2% 
Average amount ....... 48,333,333 bacteria. 
NN SE Pe 20 
Subacute cases cured............ 9 or 45 per cent. 
Average No. days...... 19 4/9 
Average No. injections. 5 7/9 
Average amount ....... 155,555,555 bacteria. 
Subacute cases improved........ 9 or 45 per cent. 
Average No. days...... 23 5/9 
Average No. injections. 7 
Average amount ....... 173,333,333 bacteria. 
Subacute -cases not improved..... 2 or 10 per cent. 
Average No. days...... 31% 
Average No. injections. 8 
Average amount ....... 160,000,000 bacteria. 
Cee CONE Soi cicavisvicccedeas 13 
Chronic cases cured.....cccccecs 6 or 46 2/13 per cent. 
Average No. days...... 44 1/6 
Average No. injections. 7 
Average amount ....... 41,333,333 bacteria. 
Chronic cases improved......... 7 or 53 11/18 per cent. 
Average No. days...... 89 3/7 
Average No. injections. 10 
Average amount ....... 465,714,285 bacteria. 
Chronic cases not improved...... 0 


In summing up my conclusions, I wish to 
state that my work with gonorrheal vac- 
cines and sera has shown: 

1. That the site of injection of either a 
vaccine or a serum is of no importance as 
to the therapeutic action, yet on account of 
local symptoms that may arise the deep or 
intramuscular mode of administration, par- 
ticularly into the gluteal region, is both the 
most desirable mode and place for the in- 
jection. 

2. That the technique to be followed is 
the one which requires strict asepsis. 

3. That satisfactory results have been 
noted with the use of serum as well as with 
vaccine in the various kinds of cases, 

4. That antigonococcic serum seems to be 
used to the greatest advantage in acute or 
subacute gonorrheal toxemic cases—those 
cases which are so often referred to as 
“gonorrheal rheumatism ;” that serum is of 
no practical value in the inveterate, long- 
standing cases. 

5. That the vaccine mode of therapy has 
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shown satisfactory results in true gonor- 
rheal arthritic conditions—where undoubted 
metastatic conditions are present and where 
a gonococcemia is probably present. In 
the very acute attacks especially good results 
were noted. Yet it is also to be recom- 
mended in the subacute and chronic cases 
of this type. 

6. That serum therapy has not been of 
as great value in the metastatic or gonococ- 
cemic conditions; that vaccines are to be 
used in these cases with greater expecta- 
tions. 

7. As to the dosage of serum, that it is 
desirable to commence with small dosages, 
as 2 Cc., to repeat or even to increase to 
4 Cc. on the second or third day; if no im- 
provement is noted, to increase to 6 or even 
8 Cc., to be given every fifth day. In gen- 
eral, the smaller the dose the more quickly 
can it be repeated; the larger the dose, the 
greater the interval between injections. 
Furthermore, the large majority of cases 
require fully 30 to 50 Cc. of serum. 

8. That the dosage of the vaccine must 
vary as to the case—comparatively small 
doses, 10,000,000 to 30,000,000 bacteria, to 
the acute gonorrheal joints are usually 
sufficient. In the subacute or chronic 
cases 30,000,000 to 50,000,000 bacteria have 
shown the best results. In both instances I 
am inclined to believe that the best results 
were noted when injections were given 
about five days apart. 

9. That by looking over the percentage 
figures as cured it will be noted that they 
are small; the improved class is high. Un- 
doubtedly many cases could easily be placed 
in the cured column and make the results 
look a great deal more favorable. 

I wish again to thank Parke, Davis & 
Company for the material which they have 
furnished, which has permitted me to carry 
on the work in this field in an entirely un- 
biased manner. The hospital cases were all 
treated at the Alexian Brothers Hospital, 
and I wish to acknowledge my thanks to 
the brothers as well as the resident physi- 
cians; also my assistants, Drs. Orr, 
Kretschmer, Dakin, and Matthis, who have 
assisted me in this work. 
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tory: Gonorrhea four years ago. 
six weeks ago, from which he is still suffering. 
history 


medication—Mistura 






































Second attack 


negative. Complaint: 


For one week patient has had severe pain, ten- 
derness, swelling of the distal phalanx of the 
right thumb, with slight fluctuation. 
(1) 


Treatment : 
Lafayette. 


ORIGINAL COMMUNICATIONS. 
ENUMERATION OF ALL CASES TREATED WITH SERUM AND VACCINE. 
l | 
VACCINE. | Serum. | | 
No. | — =i : | . Days. Injections. | Amount 
. | Acute. | Subacute.| Chronic. | Acute. Subacute. Chronic. | | 
ae : 
| 
1 | Improved | | ae | junta | 30 8 160,000,000 a 
2 wees | Not Sea 60 | 39 163 Cc. a 
3 “ee Not | a } = 9 4 8 Cc a 
4 ae poems Not | 30 | ll 40 Cc a 
5 a. aa a 9 | 30 175 Ce. a 
6 pial Rae Improved | mal } 150 23 | 90 Ce. a 
7 | Improved eee ies } aes | 49 12 240,000.000 a 
8 | cae Cured Sg | eS 14 4 80.000.000 
9 wisi Cured | as] 7 140,000,000 a 
10 | Improved vette | } 30 7 140,000,000 a 
11 | Improved pice | | 5 } 3 120,000,000 a 
12 | Improved woe | 5 | 2 40,000,000 
13 sina | Cured | 10 1 20,000,000 
14 Cured ere | 10 2 40.000,0.0 
15 hws Cured 14 2 40,000,000 
16 | Improved aie ‘sii 18 3 60,000,000 
17 ead Improved | 42 6 6 Cc. a 
18 | Improved oats eile | il 4 160,000,000 a 
19 alate Not an | 30 5 100,000,000 
20 sats Improved 30 3 60,000,000 
21 Improved —- 21 3 60,000,000 
22 i sisiaad Improved s 1 20.000,000 
23 | Improved ao ae 30. | 5 100,000,000 
24 duce | Improved 7 | 1 20,000.000 
25 eeae {mproved snes | 30 | 3 60,000,000 
26 | Improved apts cola 4 | 2 40,000,000 
7 Satie Cured | 42 9 180,000,000 2 
28 wae Cured | 35 2 40,000,000 
29 | Improved aR. awe ae | 35 } 10 200,000 000 
nee aint Improved | 21 | 7 28 Ce. a 
Cured os | 35 | 12 240,000.000 | a 
Improved | 21 3 60,000,000 
Not | 3 | 11 220,000,000 a 
cits | mis fi 3 60,000,000 
Improved | 30 7 200,000,000 a 
| — Cured } 30 3 100,000,000 a 
| Improved ‘aes } 14 5 100,000,000 a 
ea 14 6 240,000,000 a 
Improved one | 28 8 320,000,000 
onan | Improved 12 4 16 Ce. a 
Cured seas 30 9 360,000,000 
oie euini 21 11 440,000,000 
Improved 21 6 24 Ce. a 
acid Improved 24 6 24 Cc. a 
| Improved wee 25 8 320,000,000 
Improved ae 39 15 600,000,000 
Sa | sane Improved 27 10 40 Ce. a 
teeta Improved aeew 14 6 12 Ce. 
Cured me | | Saha 14 5 200,000,000 a 
eae Cured sins selon 21 i 28 Ce. a 
Bhs Improved ai 30 10 40 Ce. a 
Cured 20 7 28 Cc. a 
Cured | 27 8 | $2 Ce. a 
Per pain | cena 3 2 80,000,000 
Improved De mee 180 6 | 120,000,000 | a 
} | Improved een 7 | Ce. | 
Cured es 10 4 | — 160,000000 | 
Cured ce Raw 27 8 160,000,000 | a 
Sen Cured i eet 70 10 | — 400,000,000 
Not | 61 15 | Ce. 
59 Cured es | 81 14 1,400,000,000 a 
| | Not | 34 8 24 Ce 
60 Improved | | Seats 7 1 200,000,000 a 
61 ates Improved | } ida | 162 16 1,46 ),000,000 a 
62 Improved | ee | | | aake | 12 7 280,00 ,000 
63 ss Cured | | ncn | 7 4 | 160,000,000 
64 Improved vik } es | 27 10 =| = 400,000, 00 
65 are | Cured | 27 10 | 40Ce. a 
66 TER | Not | 22 Te eee 
67 Improved es oxen | 6 3 | 120,000,000 
68 marae Improved aa 60 15 60 Ce. a 
69 ee Improved | | 45 1l 44 Cc a 
70 Improved | | 210 30 | 1,200,000,000 
| | 
The following cases may be taken as (2) Locally—For the thumb, incision and pus 
types of the rest: ev acuation (gonococci were found in this ma 
terial), hot applications; for the urethra, in- 
Case 49.—Mr. F., aged twenty. Vaccine. His- jections, irrigations, and prostatic massage. (3) 


Vaccine treatment consisted of five injections, a 
total of 120,000,000, covering a period of two 
weeks. Result: Cured. 

This is a typical case of metastasis of the 
gonococcus, and undoubtedly therefore a case 
of gonococcemia. It is representative of those 
cases of small joint involvement with rapid and 
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exceptionally good functional results and marked 
lessening of the necessary time of treatment 
when treated with vaccine. 

Case 33—Mr. M., aged twenty-seven. Vac- 
cine. History: Six years ago first urethritis, 
complicated with rheumatism. Two years ago 
second urethritis and rheumatism. One month 
ago third and last urethritis with rheumatism. 
The rheumatism developed about the fifth day 
on each occasion, and lasted from one to two 
and one-half months, located always in the 
ankles, heels, or knees, most often in the right 
knee. Complaint: Pain, swelling, and redness in 
both ankles, principally over the internal malle- 
oli. The left knee also affected, mostly over the 
inner tuberosity of the tibia. Patient was able 
to walk, but with much difficulty. Treatment: 
(1) Internal medication—Potassium iodide, 
sodium salicylate, aqua gaultheriz. (2) Locally 
—For the joints, leucodescent rays, Bier’s hyper- 
emia; for the urethra, irrigations, instillations, 
prostatic massage. (3) Vaccine treatment con- 
sisted of eleven injections, a total of 220,000,000 
bacteria, covering a period of five weeks. Re- 
sult: Rheumatism not improved. 

This case is representative of those cases in 
which there is a multiple involvement of joints, 
so frequently considered as “gonorrheal rheuma- 
tism,” probably of toxic origin, and not a case 
of gonococcemia, such as Case 49, treated with 
vaccine. These conditions have not been mark- 
edly improved with the vaccine treatment. 

Case 4o—Mr. B., aged twenty-one. Serum. 
History: Gonorrhea three years ago; duration 
two weeks, without complications. Second gon- 
orrhea eighteen months ago, complicated with 
rheumatism, which lasted six months. Last 
gonorrhea of one week’s duration. Three days 
ago rheumatism appeared in the right knee, with 
extensions to the right thigh and right heel. 
Complaint: Redness, swelling, and pain in the 
right knee, extending into the thigh and down 
to the heel; heel especially painful and _ sensi- 
tive, and also the inner aspect of the right knee. 
Treatment: (1) Internal medication—Potassium 
iodide, sodium salicylate, aqua gaultheriz. (2) 
Locally—For the joint, ichthyol dressings, leuco- 
descent rays, Bier’s hyperemia; for the urethra, 
irrigations, instillations, and injections. (3) 
Serum treatment consisted of four injections, or 
16 Cc. of serum, covering a period of twelve 
days. Result: Swelling considerably reduced 


and pain much less at time of leaving the hos- 
pital. 


"Wor 





THE THERAPEUTIC GAZETTE. 


This case is representative of the long-stand- 
ing chronic affections involving only one joint, 
probably originally either metastatic or toxic in 
character, yet in that class in which there is 
present a marked hyperplastic condition, and, as 
mentioned in the article, in which neither serum 
nor vaccine appears to be of any marked benefit. 

Case 65.—Mr. C., aged twenty-six. Serum. 
History: Six previous gonérrheas, with rheuma- 
tism on nearly every occasion. Patient states 
that apparently nearly every joint in his body 
has been affected, feet and ankles most fre- 
quently. Now suffering from chronic urethritis. 
Complaint: Redness and swelling of both feet 
and ankles with great pain and tenderness. The 
metatarsophalangeal joints of all the toes most 
markedly affected. Areas over the external mal- 
leoli also involved and very sensitive to pressure. 
No subjective urethral symptoms present, but 
the urine contains shreds. Treatment: (1) In- 
ternal medication—Potassium iodide, sodium sal- 
icylate, and aqua gaultheriz. (2) Locally—For 
the urethra, irrigations, instillations, and injec- 
tions, also prostatic massage. (3 ) Serum treat- 
ment consisted of ten injections, a total of 40 
Cc. of serum, covering a period of twenty-seven 
days. Result: Cured. 

This seems to be a case that can be classified 
among those in which a large number of joints 
are involved, and what are popularly known as 
“gonorrheal rheumatism.” In these the patient 
is freed from pain, and the functional results 
at the end of the treatment are perfectly satis- 
factory, and the time required to attain this 
result is shortened under the serum treatment. 


These four selections are probably more 
or less typical of the different types that I 
have referred to. As can be seen, both the 
serum and the vaccine are of benefit in cer- 
tain types and of less value in others. How- 
ever, there are other cases which I could 
select, in some of which the serum has 
shown good results where I would expect 
the vaccine to be more beneficial, and in 
others there has been a satisfactory result 
from the use of vaccine where I have now 
concluded that the serum is the more de- 
sirable. 


800 SCHILLER BLDG., 109 RANDOLPH Sr., CHI- 
CAGO, ILL. 





























REVIEW OF THE VARIOUS THERAPEUTIC MEASURES THAT HAVE BEEN 


SUCCESSFULLY EMPLOYED IN THE DEPARTMENT OF ORTHOPEDIC 
SURGERY IN THE JEFFERSON MEDICAL COLLEGE HOSPITAL. 


BY H. AUGUSTUS WILSON, M.D., 
Professor of Orthopedic Surgery in the Jefferson Medical College of Philadelphia. 


THIRD PAPER: Zuberculous Hip Disease 


TUBERCULOUS OSTEITIS OF THE HIP. 


In order to secure the advantages of out- 
door life, the method of applying the Lorenz 
short spica has been adopted in all cases in 
which its application did not interfere with 
the treatment of existing sinuses or abscess 
accumulations. Until within the last few 
years it seems to have been customary to 
consider bone tuberculosis as being of an 
inflammatory type, therefore requiring fix- 
ation, recumbency, and confinement in bed 
carried over long periods of time. It was 
almost impossible, in such confinement, to 
avoid gradual loss of appetite, gradual in- 
crease in the emaciation of the patient, and 
therefore increased stasis at the site of the 
Abscess accumulations 
Their evacu- 
ation by incision resisted attempts at heal- 
Extensive sinuses developed and per- 


bone tuberculosis. 
were of frequent occurrence. 


ing. 
sisted for many years where the patient sur- 
vived the effects of confinement. Amyloid 
degeneration of various organs as well as 
extension to other bone and soft structures 
were results too frequently observed in 
cases of bone tuberculosis. It seemed to be 
a common observation that tuberculous os- 
teitis of bones and joints must necessarily 
run a definite retrograde course; that no 
matter what methods of treatment were em- 
ployed, ultimate results could not be greatly 
influenced. Where attempts were made to 
obtain better atmospheric conditions than 
the confinement of a bedroom, various 
changes in the form of beds on wheels were 
employed to carry the passive patient into 
the outer atmosphere. No activity, how- 
ever, was permitted. (Second paper: “Bone 
Tuberculosis,’ THERAPEUTIC GAZETTE, 
June, 1910, p. 391.) 

In the consideration of the best method of 
securing fixation of a joint affected with 


, Tuberculous Spondylitis, and Psoas Abscess. 
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bone tuberculosis, there can be no doubt 
that confinement in bed best facilitates the 
application of extension apparatus or other 
forms of restraint that will produce entire 
fixation. At the same time that the above 
is conceded by all workers in orthopedic 
surgery, there is an increasing tendency 
toward avoiding confinement, notwithstand- 
ing its manifest advantages, and because of 
the serious disadvantages of such inactivity. 
The general trend is to resort to such means 
of fixation as will come the nearest to the 
kind of fixation obtained in bed and yet 
permit the patient to have activity of parts 
of the body not affected by the disease. 
As a result of careful analysis of the 
benefits obtained at seashore resorts as well 
as in the mountains, there has gradually been 
brought into use methods that are in strong 
contrast to those formerly employed. It 
was found that those patients who were per- 
mitted to be out on crutches with the affect- 
ed leg fixed and inactive made more rapid 
progress toward recovery than those con- 
fined to bed. It was likewise observed that 
many children with various forms of fix- 
ation of the hip and employing crutches 
gave distinct evidence of weight-bearing 
upon the affected side when such weight- 
bearing was not painful. All of this was, 
of course, contrary to the physician’s orders, 
and adopted by the child in ignorance, but, 
as is now observed, producing benefit rather 
than injury in the majority of instances. 
Children have frequently been observed 
throwing their crutches away at a time when 
such crutch support was considered essen- 
tial for their welfare. The further stages 
in the line of advancement were made when 
patients were permitted to walk on the 
affected leg without crutch or other support 
than the short spica of the hip. This is the 
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method that has been adopted by the ortho- 
pedic department of the Jefferson Hospital, 
practically to the exclusion of confinement 
ia bed. (“Treatment of Tuberculous Hip 
Disease by Weight-bearing and Fixation by 
the Lorenz Short Spica,” Southern Medical 
Journal, January, 1909, p. 440.) 

Various attempts have been made to sub- 
stitute for the plaster-of-Paris spica some 
form of steel brace, or leather or celluloid 
jacket, to overcome the disadvantages of 
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readily become soiled and foul when not 
given proper hygienic attention. A proper 
plaster-of-Paris cast need not weigh over 
one and a half to two pounds, and this 
weight is so little in excess of the weight 
of other materials as to be of little im- 
portance. The accuracy with which a 
plaster-of-Paris spica can be fitted and ad- 
justed to a patient and changed when neces- 
sary gives it advantages not possessed by 
any other material. Not the least advantage 





Fic. 1.—Two forms of pelvic support. 


the plaster of Paris, and yet obtain the same 
character of fixation. The results have not 
been satisfactory, and therefore recourse is 
had to plaster of Paris to the exclusion of 
all other materials. The disadvantage of 
braces of any material lies in their ready 
removal by the parents, which necessarily 
renders their inefficient. The disad- 
vantages of plaster-of-Paris spicas lie more 


use 


in the weight, and in the fact that when wet 
from the discharges of the patient they 


The left one arranged to be screwed to a table as well as adjustable in height. 


of plaster of Paris is the certainty as to 
whether it has been interfered with by cut- 
ting in the interim of visits to the surgeon. 

Again, the many forms of steel braces 
that are called after their inventors are fre- 
quently inefficiently used because they are 
applied by brace makers and other irrespon- 
sible persons who apparently have no defi- 
nite knowledge of the pathological process. 
Braces are frequently used in a most un- 
mechanical manner and tend to obscure the 
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manifestation of the disease rather than to 
retard its progress. Their frequent adjust- 
ments to meet the changed requirements of 
the patients are neglected, and the rule is a 
positive one that misapplied mechanics in 
the treatment of bone tuberculosis is pro- 
ductive of harm. 

The methods that have been adopted at 
Jefferson in the application of the plaster- 
of-Paris spica are as follows: 

Of the many forms of pelvic support, the 
two that are shown in Fig. 1 have been 
found to answer the purpose satisfactorily. 
The pelvic support on the left can be 
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manner as shown in Fig. 2, the feet being 
held by an assistant in the desired position. 

A pair of drawers are now placed upon 
the patient’s legs, and inside of the leg of 
the drawers on the affected side is drawn a 
three-inch-wide unbleached muslin bandage, 
the length of which will be about twice the 
length of the leg. The uses of this bandage 
as a scratcher will be explained later. Over 
the drawers on the affected side cotton-bat- 
ting bandages are rolled to a sufficient thick- 
ness to protect the bony prominences. This 
cotton-batting is made from sheet batting 
cut in widths of about four to six inches, 





Fic. 2.—Patient resting on pelvic support with shoulders on a bench. 


screwed to the end of a table, as shown, and 
also can be raised or lowered to any re- 
quired extent. The one on the right is 
lighter and more portable and can be easily 
fastened to the table by means of a surgical 
bandage around the two prongs that rest 
upon the table. The top plate, upon which 
the sacrum of the patient will rest, meas- 
ures two inches in width and four inches in 
length. While the patient’s sacrum rests 
upon the pelvic support, a suitable bench 
or ordinary empty box is placed in such 
position as to support the shoulders in the 





the ends being sewed together, so as to make 
a bandage six to eight yards long. This 
material makes a very even padding and 
is easily applied and inexpensive. 

As soon as the cotton padding is applied 
in sufficient quantity, it is firmly com- 
pressed by a wide gauze bandage so as to 
have it compact and fitted closely to the 
patient’s form. The patient is now ready 
for the application of the plaster-of-Paris 
bandages. 

The posture of the leg is preferably that 
shown in Fig. 3, of about twenty degrees 
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of flexion, twenty degrees of abduction, and 
five degrees of external rotation. This posi- 
tion is maintained by the assistant holding 
the feet in the manner shown. The object 
of this is to put the affected hip in a posi- 
tion of greatest relaxation of all the muscles 
affecting it. The posture of flexion will make 
an apparent shortening of the affected leg, 
whereas the position of abduction neutral- 
izes the apparent shortening, and renders 
the use of the high sole shoe on the affected 
side unnecessary as well as inconvenient. 
The slight degree of external rotation places 
the foot as well as the entire leg in a bet- 
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over the sacrum, is modeled and shaped to 
suit the contour of the patient. 

As soon as the plaster of Paris is set, 
which generally requires not more than fif- 
teen minutes, the rough and redundant 
edges at the knee and the waist and the 
groin are removed by a sharp knife so as not 
to leave jagged edges. It is generally pos- 
sible now to slide the patient off from the 
pelvic stand and shoulder support and place 
him upon a mattress in order to complete 
the final stages of the cast. The drawer 
leg is drawn up over the thigh piece of the 
spica, the material above the waist band 





Fic. 3.—Shows position of affected leg, padded, ready to begin application of plaster-of-Paris bandages. 


ter posture for usefulness, while the spica 
is being worn. 

When the plaster-of-Paris bandage is 
nearly completed, and still sufficiently soft, 
the process of modeling takes place, so as 
to fit the bony prominences and prevent un- 
due pressure at any point. The modeling is 
done by the thumbs and hands as shown in 
Fig. 4, where the anterior superior spines 
are being made prominent by the thumbs 
pressing in above and below them, thus giv- 
ing an accurate contour to the cast. In the 
same manner the under portion of the cast, 





is turned down over the pelvic part, while 
the drawer leg upon the unaffected side is 
cut off just above the knee. This material 
is then turned up over the cast and stitched 
together so as to completely cover it, leav- 
ing the finished cast in the form shown in 
Fig. 5. 

The advantage of having the drawer leg 
pulled up over the cast is to secure the 
padding within the cast over the edges of 
the cast and over the bony prominences, 
and to prevent its slipping. In Fig. 6 the 
scratcher, or muslin bandage, is shown tied 




















in a bow on the outside of the leg. To use 
this scratch band the bow is untied, and 
by alternately pulling on the upper and 
lower end it applies friction to the skin 
within the cast, removing any dried skin, 
and scratching the surfaces in a mild man- 
ner that is greatly enjoyed by the patient. 
It is gradually moved around toward the 
front, and when the groin is reached the 
portion below the hip is pulled up suff- 
ciently to enable the upper portion to be 
carried around through the pelvic portion 
and returned. In the same manner the 
posterior and inner surface of the patient’s 
skin can be dry-swabbed. Where a cast 
remains on for a period of several months, 
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ditions, the patient can learn to walk in the 
manner that would be possible with the hip 
restrained from all motion except slight 
rotation within the cast. At times the 
spasm of the hamstring tendons and quadri- 
ceps femoris is such as to make it necessary 
to apply the cast to the ankle for the first 
few weeks, after which time the cast can be 
cut off just below the condyles of the femur 
and grooved out in the popliteal space to 
permit flexion of the leg. 

Where sinuses exist, access to them can 
be arranged for in applying the spica by cut- 
ting openings through the cast, through 
which dressings, injections, Beck’s bismuth 
paste, and other therapeutic measures may 





Fic. 4.—Molding the cast to fit bony prominences. 


some such provision for cleanliness is neces- 
sary to take the place of ordinary washing. 
When the scratch band becomes soiled, a 
clean piece can be stitched fast, and the old 
one, being removed, carries the new one into 
place. 

After application of the cast the patient 
should not be permitted to walk for the 
first twenty-four hours, because while the 
plaster is set, it is still moist and capable of 
being changed in its shape. The patient 
should remain in recumbency with the cast 
exposed to the atmosphere so as to facili- 
tate evaporation and hardening. After 
twenty-four hours, in ordinary weather con- 





be applied. It must be remembered, how- 
ever, that such openings in the cast natur- 
ally weaken it in proportion to their size. 
Therefore they should be reénforced to such 
extent as may be deemed necessary. 

The difficulties of reaching a correct diag- 
nosis in the incipiency of bone tuberculosis, 
while great, should not interfere with a 
definite decision being reached. Due regard 
must be had to the possibility of errors of 
diagnosis and confusion with the many con- 
ditions that are said to resemble it, such as 
psoas contraction, psoas abscess, infantile 
paralysis, congenital dislocation of the hip, 
acute osteitis. 
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Some text-books continue to speak of the 
so-called acute stage of bone tuberculosis, 
thereby indicating that it has an acute onset, 
which is contrary to known facts (“The 
Clinical Significance of the So-called Acute 
Stage of Bone Tuberculosis,” Penna, Med. 
Jour., July, 1906). In reality the conditions 
that have been referred to as the acute stage 





Fic. 5.—Front view of completed spica. 


are indications of pressure phenomena and 
toxemia produced by accumulation of the 
detritus within the field of destruction. As 
soon as the process of advance or increase 
of the accumulation ceases, the previously 
existing pressure is released, and the child 
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presents decreasing evidence of irritability. 
Therefore, the occurrence of the symptoms 
such as are sometimes known as the acute 
stage are danger-signals that must be given 
careful attention. If treatment has been 
instituted, the danger-signals above referred 
to will indicate that the full requirements of 
the case have not been met or that they have 
been delayed in application. The term acute 
stage causes those who generally see the 
patients in the beginning of the bone tuber- 
culosis to draw erroneous conclusions from 
the apparently trivial symptoms of muscular 
rigidity, altered joint function, and referred 
pains. It also has a tendency to avoid the 
easily recognizable symptoms while watch- 
ing for the manifestations of the so-called 
acute state; thus valuable time is lost and 
unnecessary destruction allowed to take 
place. 

While the application of this ambulatory 
method by the short hip spica of plaster of 
Paris produces the quickest and most satis- 
factory results when applied in the incipi- 
ency of the disease, it can also be applied to 
any of the conditions which may follow 
tuberculous osteitis of the hip. The prin- 
ciples upon which this method rests are to 
stimulate such muscular action as can be 
managed in limitation of motion, and 
thereby increase the circulatory activity at 
the site of invasion by the bacillus, taking 
tie place, therefore, of stasis and circu- 
latory inactivity. 

It not infrequently occurs that the pa- 
tients complain of swelling of the leg below 
the cast during the month or six weeks fol- 
lowing its application, thereby presenting 
evidence of constriction within the cast. 
This is one of the best indications of the 
efficiency of the cast and the favorable 
progress being made by the patient. It indi- 
cates increased muscular action within the 
cast, taking the place of preéxisting muscle 
atrophy from disease. When it occurs to 
such an extent as to have the leg swell at 
all times when the patient is walking, the 
removal of the cast is demanded and a new 
cast applied to fit the changed conditions 
that have occurred in the patient. It is not 
unusual to apply two or three casts during 


























the first six months to meet the increased 
muscular action of the affected leg. 

It has been found that weight-bearing in 
the treatment of tuberculosis does not tend 
to cause bone destruction or pathological 
dislocation, and the explanation of this is to 
be found in the avoidance of the grinding 
action that takes place in unprotected joints 
affected with bone tuberculosis. It is ac- 
cepted, therefore, as a definite fact that the 
friction or grinding action is destructive, 
while weight-bearing alone is not injuri- 
ous. 

In a careful study of the dried specimens 
in the pathological museums in this country 
and abroad, it is shown that where excessive 
bone destruction has occurred in joints 
affected with bone tuberculosis, there is 
always a large amount of new reparative 
tissue or callus thrown out as though in the 
effort to secure fixation. In those specimens 
in which free motion exists and great 
destruction has taken place, the evidence of 
grinding is found in the joint surfaces. It 
is proper to infer that if grinding had been 
avoided, bony ankylosis would have taken 
place and the active process have subsided, 
and this brings up the momentous question 
whether to expect, try to obtain, or make 
efforts to avoid ankylosis in all cases of 
tuberculous osteitis of the hip. 

The answer to this question must depend 
upon the age of the disease or the length of 
time it has been in progress before the 
application of remedial measures. As a 
result of post-mortem study as well as of 
postoperative investigation of joints, there 
is now definite knowledge that the process 
known as “walling in” has taken place many 
times without joint destruction, and further 
research has developed the fact that some 
considerable extent of joint destruction can 
occur and result in a character of repair that 
would be conducive to full normal function 
of the affected joint. In all of these cases 
of slight destructive action ankylosis is not 
desirable and should be avoided. Where 
the destruction of joint surfaces is very ex- 
tensive, involving one or both bones that 
form the joint, then ankylosis will produce 
less subsequent destruction and tend to 
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better function and greater usefulness of 
the patient. 
Pathological dislocation need not be 
feared in the of treatment by 
weight-bearing where the affected hip is 
placed in the position indicated with the 
proper amount of flexion, abduction, and 


process 











Fic. 6.—Lateral view of completed spica with “scratcher” 
tied in a bow to keep it in place. 


external rotation. In this position the 
weight is carried into the acetabulum in 
such a way as to avoid the tendency to a 
pathological dislocation. If, however, the 
leg is put up in a position of adduction, 
there is great danger of the hip being 
thrown on the dorsum of the ilium. The 
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problem of inducing ankylosis by pro- 
longed fixation by the spica has received 
very great attention during the past few 
years, and has a definite basis. Acute 
inflammatory joint diseases, whether their 
origin is infectious or traumatic, have a 
tendency to the production of adhesions 
which restrain the joints from normal 
function, thereby limiting their motion, and 
tend to the production of fibrous ankylosis 
even within a few weeks’ time. On the 
contrary, bone tuberculosis should not be 
viewed as an inflammatory affection, and 
therefore the methods of treatment that 
are applicable to bone tuberculosis are 
inappropriate in inflammatory conditions, 
and vice versa. 

It is a known and well-recognized fact 
that anormal joint, free from inflammatory 
process, can be maintained in a position of 
fixation for a number of years and be 
restored to full function thereafter. Like- 
wise, joints that have been involved in a 
process of bone tuberculosis have been 
maintained in fixation for a period of two 
or three years, and have resulted in normal 
function. Therefore the question of 
ankylosis depends upon the amount of 
destruction as well as the character of the 
process that has produced the disaster. It 
sometimes requires considerable courage to 
prolong fixation by the spica in the milder 
type of cases and to avoid frequent at- 
tempts at manipulative joint motion in 
order to determine whether ankylosis has 
occurred or not. Such manipulative in- 
vestigations can only be destructive to the 
process of healing, can never be of advan- 
tage, and should always be avoided during 
the treatment of tuberculosis of the hip. 
With a definite certainty as to the diagnosis, 
one can proceed on the principle of aiming 
at securing ankylosis rather than attempt- 
ing to avoid its occurrence. The attempt 
to avoid ankylosis must rest upon full con- 
fidence in the correctness of the early 
diagnosis, and the feeling of utmost assur- 
ance that if the diagnosis was correctly 
made, and the destruction of the joint sur- 
faces not great, that the resulting conditions 
will be rapid healing and ultimate full joint 








THE THERAPEUTIC GAZETTE. 


function. Therefore it naturally follows 
that once having started on a course with 
the spica of the hip, nothing should be 
allowed to interfere in its efficient con- 
tinuance. 

During the employment of the plaster- 
of-Paris spica it may be necessary to have 
periods of rest other than those provided 
by the night’s sleep. It is a well-recognized 
and definite fact that a child will not walk 
when to do so produces pain, and it must 
be accepted also that if the child walks, 
doing so will be beneficial and not injurious. 
Therefore, in limits of moderation, walk- 
ing should be encouraged in such occupa- 
tions as will keep the child mentally and 
physically employed. The astonishingly 
beneficial results obtained by life at the 
seashore or in the mountains or country 
can often be ascribed to the activity of 
patients in building their sand forts or in 
similar occupations. When a child be- 
comes tired it will naturally seek rest, and 
during this rest the natural fatigue of the 
muscles will have a chance for recupera- 
tion. 

It has been a matter of regret that the 
orthopedic department of Jefferson has 
been obliged to resort to the weight-bearing 
method frequently in patients previously 
confined in bed, and who have developed 
abscesses or had long-standing sinuses. 
Not infrequently cases have been encoun- 
tered of severe pathological dislocations 
that have occurred during previous confine- 
ment in bed. Even in more or less ad- 
vanced conditions we have found advantage 
in inducing activity, but it has always been 
associated with difficulties that have some- 
times been almost impossible to overcome. 
Where pathological dislocation has oc- 
curred, or where faulty positions of the leg 
have resulted during the process of treat- 
ment by bed confinement, it has always 
been difficult to secure a correct posture of 
the leg, the enfeebled condition of the 
patient strongly contraindicating surgical 
intervention. In this class of cases efforts 
have always been made to secure a better 
constitutional condition of the patient by 
recourse to any means toward that end. 
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Where intervention became 
essential in order to straighten the leg, 
delay was necessary until assured, first, as 
to the character of the pathological process, 
and secondly, that the constitutional condi- 
tion of the patient would favor rapid heal- 
ing. In such cases it was not considered 
desirable to tear loose the fibrous adhesions 
that had already formed. Therefore it 
. became necessary to select a point more or 
less remote from the original pathological 
process for such forms of osteotomy as the 
individual requirements of the patient de- 
manded. The muscular atrophy that is a 
necessary part of the ankylosis of the hip 
often made it extremely difficult to main- 
tain accurate coaptation of the fragments 
following osteotomy, and not infrequently 
some method of securing fixation by wir- 
ing, plates, screws, dowels, became neces- 
sary. In those extreme cases a very high 
degree of skill is required in order to 
determine the therapeutic measures most 
applicable to the individual requirements 
of a patient. The most seriously disastrous 
conditions that have been encountered at 
the Jefferson Orthopedic Department dur- 
ing the past few years have been in those 
cases in which ankylosis in faulty positions 
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or even in extension have been broken up 
by attempts to obtain movable joints. 
(Ankylosis: Reference Handbook of Med- 
ical Science, Edition 1900, vol. 1, p. 359.) 
A so-called school of medicine has pro- 
duced some of the most disastrous results 
in relighting up long quiescent states 
following bone tuberculosis of the hip 
(“Medicolegal Aspect of Tuberculous Joint 
Disease,” American Medicine, July, 1901). 
It seems to the writer that no statement is 
strong enough to emphasize the necessity 
for avoiding forcible attempts to obtain 
mobile joints where ankylosis has resulted 
from bone tuberculosis (Ankylosis: System 
Physiologic Therapeutics, Edition 1904, 
vol. vii, p. 357). Even under the skilful 
methods of modern surgery, where exci- 
sions have been attempted in cases of bone 
tuberculosis with the interposition of ab- 
sorbable material, mobile joints have rarely 
persisted, even though the outlook at first 
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seemed encouraging. It seems essential, 
therefore, to accept the inevitable, that a 
hip-joint once unfortunately ankylosed as 
a result of bone tuberculosis should remain 
so. The destruction of the joint surfaces 
makes it impossible to reproduce cartilagi- 
nous covering that will make the joint 
smooth and free from trauma of friction. 

The radical changes that have taken 
place in the treatment of hip-joint disease 
during the past fifteen years indicate the 
possibility of considering the present 
methods in the light of advance tending 
toward even greater changes in the near 
future. It is possible that methods that 
are now considered inapplicable will be 
found to have points of advantage and 
will tend toward obtaining greater function 
than is now possible. 


TUBERCULOUS OSTEITIS OF THE SPINE. 


In the treatment of tuberculous osteitis 
of the spine, nothing has been found more 
acceptable or more easily applied than the 
plaster-of-Paris cast. In those cases in 
which the site of the disease is below the 
middorsal vertebre the fixation appliance 
of plaster of Paris need not usually extend 
above the axille. Where, however, the 
spine is involved above the middorsal 
region, some form of head support is re- 
quired, which may be attached to the body 
cast. One of the forms of head support 
applied on steel jacket is shown in Fig. 7. 
Experience has demonstrated that the posi- 
tion generally known as that of posterior 
leverage is the preferable posture for 
avoiding pressure upon the anterior part of 
the bodies of the vertebrae. In this posi- 
tion of posterior leverage the normal 
physiological curve of the lumbar vertebre 
is increased and the dorsal vertebre are 
allowed to sag forward in the erect posture, 
throwing the preponderance of the weight 
of the superimposed tissues upon the pos- 
terior part of the bodies of the vertebrae. 
Experience has again demonstrated that in 
the vast majority of cases of tuberculous 
osteitis the anterior parts of the bodies of 
the vertebre are primarily affected, and 
when further destruction occurs the super- 
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incumbent weight tends to throw the upper 
trunk forward, thus producing the kyphosis 
or knuckle. 

When the patients are seen sufficiently 
early, and prior to the formation of 
deformity, the spine is usually sufficiently 





Fic. 7.—An acceptable form of minerva or steel collar for 
head support which can be attached to a steel brace or plaster- 
of-Paris jacket. 


flexible to permit an excessive degree of 
posterior leverage, and therefore care is 
required to avoid overextension and adopt 
a position best suited to the individual 
requirements of the case. 


THE THERAPEUTIC GAZETTE. 


The manner of obtaining posterior lever- 
age for application of the cast is shown in 
Fig. 8, where the patient rests supine with 
the thighs and shoulders resting upon 
benches. In this position the weight of the 
trunk tends to sag downward between the 
two benches to the extent permitted by the 
flexibility of the spine. This posture is a 
comfortable one for the patient, and can be 
maintained for a considerable length of 
time without annoyance. In the individual 
patient shown in Fig. 8 the spine was con- 
siderably rigid, and the kyphus was not 
entirely removed by the position of pos- 
terior leverage. The patient had not re- 
ceived efficient medical attention inasmuch 
as the kyphus had but recently been recog- 
nized. It is therefore not especially illus- 
trative of the great advantages to be ob- 
tained by this posture in the application of 
plaster-of-Paris casts, but will show the 
manner of procedure. 

Over the patient’s trunk is drawn elastic 
stockinet which closely fits the body con- 
tour, as shown in Fig. 9. Over the stock- 
inet is placed the cotton-batting in bandages 
as described in the application of the spica 
to the hip, the bony prominences being well 
covered, and especial care being given to 
the kyphus. The kyphus is not only 
guarded with reference to the spinous pro- 
cesses, but a considerable amount of addi- 
tional padding is placed upon either side 
to avoid the possibility of pressure sores 
developing. The cotton-batting is again 
bound by the gauze bandages in a manner 
already described in the plaster-of-Paris 
spica of the hip, thus making a compact 
padding carefully adapted to the contour 
of the patient. 

Plaster-of-Paris bandages are then ap- 
plied to sufficient extent to afford fixation. 
The cast is carried down over the great 
trochanters and up above the axille. It is 
not customary to make a fenestrum at the 
kyphus inasmuch as the necessity for it is 
carefully removed by the additional pad- 
ding put upon either side in the manner 
already referred to. The advantages, 
however, of a suitable fenestrum ave that 
the pressure sores over the boxy promi- 
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nences will be avoided where the cast is 
loose enough to permit not alone pressure 
of the spinous processes against the interior 
of the cast, but also to permit latitude of 
motion to afford the necessary grinding. 
The same care that is observed in pro- 
tecting the kyphus is used in protecting all 
other bony prominences, and more is to be 
expected from careful padding and model- 
ing than from any other procedure in the 
application of the cast. 

With each layer of  plaster-of-Paris 
bandage the modeling process is resorted 
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sumed is shown in Fig. 10, where the cast 
has been applied late in the disease. The 
full amount of posterior leverage, as pre- 
viously stated, cannot be shown in this 
individual patient. Fig. 10 also shows the 
extension of the cast high up on the thorax 
to aid in pushing back the shoulders. It 
does not show, however, the shoulder- 
straps that are usually employed to assist 
in fixation of the shoulders, thereby pre- 
venting excessive motion, which in itself 
must affect the kyphus. Such a cast can 
be allowed to remain on for a period of six 





Fic. 8.—Patient with Pott’s disease supine between two benches in the position of posterior leverage. 


to, so that when the cast is completed, but 
still soft, little additional modeling with the 
fingers and hands is usually required. 

When the cast is sufficiently firm, the 
redundancy can be removed by means of 
the knife, allowance being made for the 
great trochanters and the axillz, so that the 
arms can be brought down to the side. 
After the edges have been trimmed the 
stockinet is drawn up over the abdomen, 
and drawn down over the top and stitched 
together as shown in Fig. 10. 

The standing posture that can be as- 


weeks or two months, and then reapplied 
to meet the changed conditions of the 
patient. 

PSOAS ABSCESS. 

Very great difficulty is frequently en- 
countered in the diagnosis of psoas abscess. 
(“Apparently Unavoidable Errors in the 
Diagnosis of Psoas Abscess,” American 
Medicine, vol. 10, No. 2, p. 55, July 8, 
1905.) Among the many conditions that 
may so closely resemble psoas abscess as to 
be mistaken for it may be mentioned 
tuberculous hip disease, hematoma in the 
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abdomen, sarcoma, abscess due to colon 
bacillus, perinephritic abscess, appendiceal 
abscess, ovarian and tubal disease, hernia, 
tuberculosis of the bladder, enlarged in- 
guinal glands, and _ hysteric affections. 
Abscess formation in Pott’s disease not 
infrequently exists for years after the 
original bone lesion has healed, and often 
when there is no spinal deformity to draw 
attention to the site of its previous invasion. 
When, however, the presence of an abscess 
accumulation in connection with  tuber- 
culous spine disease has been clearly 
demonstrated, the difficult problem lies in a 
decision as to the most appropriate thera- 
peutic measures to be employed. In patients 





detritus and larger lumps of caseation, 
which tend to reaccumulation. Spontane- 
ous rupture often follows aspiration and 
generally at the point where the trocar was 
inserted. In the majority of instances it 
has been found wisest to have recourse to 
the method advocated by Sir Frederick 
Treves (Manual of Operative Surgery, 
Edition 1903, vol. 2, p. 772). This consists 
of a free incision made between the ribs 
and the rim of the pelvis parallel to and 
one and a half inches from the line of the 
spinous processes of the lumbar vertebrz. 
The incision through the skin is carried 
down to and opens up the external border 
of the erector spine mass, which being 


Fie. 9.—Tubular stockinet covering patient's trunk, with redundancy at shoulders and thighs. 


of good, sound health, an abscess accumu- 
lation can remain without injurious effect 
for many years, frequently being reabsorbed 
without disadvantage to the patient. A 
depressed vitality often causes such an 
accumulation to rapidly increase and re- 
quire surgical intervention for its relief. 
As a general proposition, ultra-conservative 
methods have been adopted as the most 
conducive to sound recovery and future 
usefulness. 

Aspiration has the single advantage of 
removing the more fluid contents without 
great shock to the patient. It has the 
disadvantage, however, of leaving within 
the abscess cavity the bone and fibrous 


pushed toward the spine will frequently 
reveal the abscess sac, tension on which can 
be increased by pressure on the abdomen. 
A small incision made into the sac will 
permit it to evacuate slowly, and subsequent 
enlargement of the opening to the full 
extent of the skin incision permits complete 
evacuation. As soon as the greater quan- 
tity of the contents has been removed, the 
cavity is douched with many gallons of 
warm 1:5000 bichloride of mercury solu- 
tion, upon completion of which gauze 
sponges on suitable holders or wrapped 
around the fingers are employed to thor- 
oughly swab out the interior of the sac. 
This dry-swabbing is kept up until the 
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gauze sponges come away from the sac un- 
soiled and perfectly dry. Care must be 
exerted not to roughly curette any of the 
surfaces, as there is danger of rupture of 
the sac and forcing entrance into the ab- 
dominal or postperitoneal cavity. The 
douching and dry-swabbing frequently re- 
quire one to one and a half hours before 
the part is entirely dry. 

Upon completion of the dry-swabbing, 
deep catgut sutures are employed to bring 
together the severed edges of the erector 
spinze mass, and the superficial incision of 
the skin is brought into close contact with 
silk or silkworm-gut sutures. Treves lays 
great stress upon the necessity of avoiding 
leaving within the cavity any foreign sub- 
stance, such as iodoform or other similar 
material. Likewise he emphasizes his rea- 
sons for discontinuing drainage, which he 
formerly employed. 

Experience has shown that where patients 
are in good, sound health, primary union 
takes place, and when the evacuation has 
been efficiently carried out no recurrence is 
likely to occur. At the Jefferson Hospital 
it has been found that about seventy-five 
per cent of the cases so treated have re- 
mained permanently closed. In the re- 
maining twenty-five per cent the patients 
were of a type that did not tend toward 
healthy healing, or else the originating bone 
disease was in such an unfavorable condi- 
tion as to cause reaccumulation, necessitat- 
ing subsequent evacuation. Where the 
abscess accumulation occurs, other than in 
the form of a psoas abscess, the same gen- 
eral principles that are carried out in the 
Treves operation are applicable, and should 
be employed where possible. (‘Pus in the 
Pelvis as a Result of Bone or Joint 
Necrosis: Diagnosis and Treatment,” 
American Medicine, vol. 4, No. 23, p. 87, 
Dec. 6, 1902.) Constant effort is made in 
the evacuation of tuberculous abscesses to 
avoid packing or drainage so as to prevent 
the occurrence of sinuses, which in them- 
selves tend to mixed infection and general 
septicemia. The much-dreaded “dead 
space” that is supposed to be left after 
evacuation of a tuberculous abscess never 
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in reality exists. The walls of the sac col- 
lapse, and the pressure of the surrounding 
soft structures keeps them in contact until 
cicatricial union has taken place. 
Closure of an abscess cavity without drain- 


age avoids the many months of watchful 


firm 





The re- 


Fic. 10 —The completed plaster-of-Paris jacket. 
dundancy of the stockinet covering the outside of the cast 
and sewed in contact. 


care to prevent infection when such deep 
cavities are packed with gauze. 

Among the greatest surprises that have 
occurred at the Jefferson Hospital have 
been when patients with tuberculous ab- 
scesses apparently on the point of sponta- 
neous rupture, but constitutionally too 
enfeebled to withstand operative evacua- 
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tion, have been sent away to recuperate. 
Many times such patients have been sent to 
the North American Sea Shore Sanitarium 
for Tuberculous Patients in order to build 
them up preparatory for etherization and 
surgical operation. Upon their return they 
were found to be strong and robust, with 
no trace of the former abscess. 

Evacuation of tuberculous abscesses is 
far less frequently resorted to than for- 
merly. When evacuation is apparently im- 
peratively demanded, it is now recognized 
that the patient is not in a favorable con- 
dition for repair of the incision. The 
modern tendencies are toward outdoor life 
(“Outdoor Life Versus Confinement in the 


Treatment of Bone Tuberculosis,’ Penn- 
sylvania Medical Journal, January, 1906), 
mental and physical employment, careful 
feeding and avoidance of overfeeding, 
proper attention to hygiene, fixation of the 
affected joint, inducing such activity as 
may be possible to overcome stasis, and to 
correct resulting deformities only when 
assured that operative procedures will not 
relight the former tuberculous process. As 
a last word upon the subject, emphasis 
must be given to the great importance of 
early recognition and early application of 
rational methods that will prevent deform- 
ity and favor repair with normal joint 
motion. 





NIGHT-FEEDING OF PATIENTS, AN IMPORTANT FACTOR IN THE HYGIENIC- 
DIETETIC METHOD OF CURING CONSUMPTION. 


BY ALBERT S. ASHMEAD, M.D., 


ts, Canadensis, Pennsylvania. 





Pocono Mountain Home for Conv 


Consumption of the lungs is the present- 
day plague. It is the cause of more than 
10 per cent of all the deaths that occur. 
Consumption of the lungs alone causes 
more deaths than smallpox, scarlet fever, 
diphtheria, and all the other fevers put 
together. And yet consumption is an 
easily preventable disease. 

Physicians are convinced of the cura- 
bility of consumption, because it has been 
demonstrated by an infinity of proofs 
anatomical and clinical. 

By making autopsies on the bodies of 
those who have died of other diseases, or 
violently, we discover fibrous tubercles that 
represent real cicatrices of old tuberculous 
lesions. Eighty-nine per cent of all 
autopsies in some hospitals, of patients 
who have died of almost any disease, show 
that the patients have had consumption at 
some time during life which has healed 
itself. The treatment which had been so 
successful in all these cases was merely 
hygienic, or hygienic-dietetic. In 500 
autopsies Zurich found, after sections made 
of every organ in the body, tuberculous 
lesions in 97 per cent of bodies of adults 
(see Virchow’s Archives, 1900, Bd. clx, p. 
426). 


Until a few years ago it was believed 
that consumption was incurable, hereditary, 
and in many cases inevitable. We now 
know the contrary to be the case. Close 
and stuffy rooms are the commonest breed- 
ing grounds for the tubercle bacillus, whose 
presence in the body produces the disease. 
Constant breathing of fresh, germless air 
is the best preventive. 

It was Dr. Bodington, of Warwickshire, 
England, who was the first one alive to the 
importance of fresh air in the treatment of 


consumption. Later Dr. Brehmer em- 
ployed the same methods at Gobersdorf, 
Germany. 


The principles of the treatment every- 
where to-day are: (1) The patient breathes 
fresh air, day and night; (2) an abundant 
diet of mixed foods is provided, with 
judicious, enforced overfeeding with pro- 
teids; (3) exercise or rest, according to 
certain clinical conditions, is systematically 
regulated to the individual’s circumstances ; 
(4) isolation from excitements and distrac- 
tions of ordinary households; (5) complete 
medical supervision; and to these I have 
myself added (6) a perfect system of night- 
feeding. 

The advantages of sanatoria are multiple 
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The patients find in them conveniences to 
procure most readily all the benefits of 
cure by night-air exposure, in preference to 


‘that of day-air. When the patient is kept at 


home, too frequently the members of the 
family coddle the sick one at night-time. 
It is thought to be too cruel to expose the 
enfeebled one to blasts of air or storm. 
And too many dread the darkness and try 
to shut it out. 

There is more curative power in night-air 
than in day-air. This was proved by a 
strict comparison between the weather- 
bureau observations furnished me by the 
official in charge of the U. S. station at 
Pocono Lake and the clinical observations 
I made on my patients in Pike county. The 
night exposure to the northwest and west 
winds of the Pocono Mountains, always 
with a minimum precipitation of 2 or 3 per 
cent, was better than the day exposure. 
Perhaps it was because I fed my patients 
at night-time as much as I did in the day, 
and that they were at more perfect mental 
and physical rest then. The regimen of 
repose is an important factor in the cure of 
consumption. All work of the organism, 
even mental work, produces a cost of 
energy, having origin in the profound com- 
bustions and chemical reactions effected in 
the intimacy of the human tissues, and 
which is reduced to a minimum by stop- 
ping the work. Hence one of the most 
important prescriptions that the phthisical 
patient should apply is repose, physical, 
intellectual, and moral. We must diminish 
or suppress the cost of his organic forces, 
by diminishing or suppressing his work. 
Thus in a sanatorium the consumptive 
abandons his occupations, his pleasures, all 
his affairs of every-day life; in a word, 
devotes his energies to only one thing— 
getting well. Absolute immobilization would 
accomplish most for the advanced cases. 
Exercise with mental relaxation, while tak- 
ing it, is best for the milder or earlier cases. 
These last, here in the Pocono Mountains, 
find delight in gunning or fishing and in 
drift-snow pleasures. 

What a field is here for their mentality 
to roam over may be gathered from what 


one of these patients told me he had found 
out in his wanderings with a gun. He 
studied the pathways of the deer. The 
State reservation for protection of water- 
ways by preservation of a timber tract 
forty miles square is not far from the 
camp. There are in that preserve some 
four hundred deer. No one may shoot 
them within the reservation limits; but 
should a deer, as frequently happens, come 
forth, a hunter may shoot in a season one 
buck, but not two, and never a doe. 

I mention this merely to show the import- 
ance for consumptives to find something in 
nature to interest them, while they are 
seeking the cure of their disease, and which 
exposes them to the influence of the air. 
Exposure to the night-air may be accom- 
plished by tent or kiosk, or Swiss chalet, 
or a gallery separated like they have in 
Norway. The Loomis Sanitarium “lean- 
to” I do not like, as it lets the patients com- 
mingle too much. A talking patient is 
slower to get well than a silent one. In 
winter-time more housing of the patient in 
this mountain climate becomes necessary, 
and more coverings must be put over and 
under his body. Most persons overlook 
the fact that a sick human body must be 
protected from cold beneath it as above it. 
I put twelve blankets in coldest weather 
(20 or 30 degrees below zero) on top of 
the body, and six beneath, over the mattress. 
Besides, I feed my patients at night, every 
three or four hours. This last principle in 
itself helps to furnish heat to the sick one 
as well as nutritional force. I give one 
raw egg and four to six ounces, if possible, 
of cream and milk, or simply milk mixed 
with sugar of milk, extra. If the patient’s 
stomach refuses this regimen, I add a little 
whisky (one tablespoonful, never more) to 
the first nightly dose. In the daytime I 
give eggs, milk, flesh, and chocolate. This 
superalimentation is sometimes difficult to 
impose, because of the indigestion which 
troubles nearly all consumptives. Raw 
flesh is an important item of the dietary, 
too much neglected nowadays, with the 
newer fads of feeding which have dis- 
placed it. Starches can never take the 
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place of organic compounds as_ recon- 
structors of run-down tissues. The very 
fact that so many consumptives are ram- 
pant sexually would indicate the necessity 
of reconstructing the drain on those special 
organs. Scraped beef with strychnine is 
admirable, and when there is repugnance 
to it, it may be administered in pills or 
boluses with pulverized sugar. A carbo- 
hydrate is never out of place in feeding 
these patients. Lightly cooked eggs are 
not objectionable to the regimen and may 
be substituted for the raw ones occasion- 
ally. Cheese also is good; so are porter 
or brown stout and oysters. If a person 
could eat nothing but oysters I believe he 
would do well and quicken his speed on the 
road to recovery. 

What interferes greatly with the rapid 
cure of consumptives is the swallowing of 
sputa by the patients. This only keeps up 
interminably an autoinoculation, and pre- 
vents the mesenteric or nutritive glands 
from preparing the chyle for perfect as- 
similation before it can be emptied by the 
thoracic duct as white blood into the vena 
cava. From the vena cava this white 
blood, mixed with the natural impure blood 
of the body, must be sent to the heart, and 
thence by the right ventricle, mixed with 
more impure venous blood returning from 
the general system, it is forced to the lungs 
for aeration, or oxygenization, by the 
breathing of fresh air into the pulmonary 
air cells. 

Thus it may be readily seen how im- 
portant it is for these two functions of the 
human economy to be kept in most perfect 
order, if we want to cure our consumptives 
quickly: the lungs must be furnished with 
the best air and the chylification system 
must be kept in best order. 

Three and a half months is the limit for 
cure of ordinary cases of consumption—at 
most six months. Consumption is the 
easiest disease we physicians are called 
upon to treat. From 81 to 89 per cent of 
all consumptives are curable. The 19 or 
11 per cent respectively would recover, 
too, if they had come in under the curative 
umbrella early enough. Even some of 


these might accomplish self-cure if they 
would feed themselves through the night as 
freely as they do in the daytime, and expose 


themselves through the night to pure air as” 


they do in the daytime. And for this last 
proposition consumptives must not be 
afraid of cold or heat, of rain or cloud or 
storm of any kind. The constant exposure 
of the breathing apparatus is a necessary 
part of the cure. 

In the Dunstone Park Sanatorium, 
Marldon Hill, South Devon, England, Dr. 
Carson Fisher, the director, writes me re- 
garding the sort of chalet he has used there 
“with success, and the delight of the 
patients.” On one side, facing front, is a 
small veranda, opening by a door into the 
interior, which is about twelve feet square, 
and which has latticed windows on three 
sides. This can be used as a bedroom or 
shelter in bad weather. “In a dry climate, 
as yours is,” says Dr. Fisher, “tents prop- 
erly constructed as yours are would make a 
good substitute; but I imagine a wooden 
building, property heated,would be warmer. 
I am a strong advocate of fairly high alti- 
tudes above sea-level.” 

Dr. Rowland Thurnam, director of Nor- 
drach-upon-Mendip, Blagdon, Bristol, Eng- 
land, also tells me in a letter how he has 
slightly modified Walther’s methods of the 
Nordrach system of cure of consumption 
to suit the English people, after living with 
Walther two years to learn it, and running 
his own establishment six years to obtain 
practical experience with it: 

“Supervision,” he says, “is everything. 
I supervise my patients’ getting up and 
lying down, their food, their exercise, and 
their rest. I only allow three meals a day, 
and they are not excessive. I rarely have 
to ‘stuff.’ I endeavor to find out not how 
much a patient can eat, but on how little 
food he can gain weight. As soon as the 
body temperature is down I start exercise, 
walking him from one to two hundred 
yards up a slope, extending it till a patient 
is walking twelve to fifteen miles a day. 
The rules to insure destruction of sputum 
are very strict; otherwise the life is simple 














and natural, and as few drugs as possible 
are given. The average gain in weight is 
a stone in three months, which is also the 
average length of stay.” 

Dr. Edward Kaurin, head physician at 
the Government Tuberculosis Sanitarium 
at Molde, Norway, also writes me his 
opinion, thus: “We use here the same 
treatment as at the sanatoria in Germany, 
‘die hygienische-dietetisch method.’ We 
do not receive patients with high fever. If 
our patients staying at the sanatorium get 
fever, they have to remain in bed, in their 
rooms, by open windows day and night, or 
lie on their chairs in the open halls or in 
our park, till the fever has passed. We see 
here, as in other places, that this is the best 
treatment for the fever. I think it is of 
no importance whether the situation of the 
sanatorium is high or low, over the sea, if 
only the air is clean and healthy.” 

Dr. Kaurin’s statistics give 89.40 per 
cent of favorable results; yet he was at 
sea-level, but exposed to the pure air of 
the cold Baltic sea. The pressure of the 
air there was 75.7°; temperature was 45° 
centigrade. 

There is no reason therefore that any 
consumptive should not get well. God's 
air is for all of us, and wherever local 
opposition arises, as here in the Pocono 
Mountains, against tuberculosis sanitarium 
work, and becomes offensive to medical 
science, it should be at once throttled by the 
State health authorities, without a quiver 
of the strong arm of law. 

An “antituberculosis league” like that at 
Mount Pocono which interfered success- 
fully with the establishment there of a 
large tuberculosis sanitarium, chartered in 
Trenton, New Jersey, and capitalized for 
three hundred thousand dollars, is an 
offense against nature. Such a beneficent 
institution as was proposed to be put there, 
in the Pocono Mountains, was intended to 
receive all those tubercular patients who 
yet are freely allowed to contaminate all 
the large and small hotels and boarding and 
farm houses, in this great popular health 
region. Consumptives should be freely 








ORIGINAL COMMUNICATIONS. 637 


allowed to come and go wherever they can 
find the only helpful factors for their cure. 
They have a perfect right to breathe God’s 
air wherever it is found to be best. But 
they should not be permitted so recklessly 
to put themselves here except under com- 
petent medical supervision and with isola- 
tion rules observed in some outdoor “hotel” 
or sanatorium, where the patients would 
not be too crowded. They should not be 
let govern themselves, and go to the com- 
mon boarding houses or hotels to com- 
mingle freely with the healthy boarders, as 
they now are forced to do all through the 
Pocono region. 

The cost of their maintenance and care 
should be put at a minimum, not more than 
$10 or $12 a week. This would draw them 
away from the public boarding houses and 
inns and private farm houses, which are 
now overrun here with them as foci of 
disease, from May till September. For 
this reason it is really dangerous now to 
board anywhere during the summer months 
throughout this whole Pocono region. I 
understand that our worthy health com- 
missioner at Harrisburg is not in favor of 
this region for a State sanatorium for the 
tuberculous. If he could see some of the 
fine work done here with almost hopeless 
cases of the disease by only four months’ 
exposure to this wonderful air, as I have 
witnessed, and without sanatorial care of 
any kind, he would quickly change his 
mind, and believe, as so many others of us 
do, that Pocono is our very best resort for 
those afflicted with this disease. 

As soon as a consumptive, after some 
few weeks’ exposure on these hills, begins 
to create his own fat, his cure is half- 
completed. 

Night-feeding of consumptives (or of 
those even only prone to the disease) 
needs to be resorted to throughout the 
enforced meteorological treatment. It will, 
if the patient or “the delicate one” is at the 
same time fully exposed to Pocono Moun- 
tain air, prevent the occurrence of the late 
symptoms, and even initiation of the dis- 
ease, the apical catarrh. 














THE REPORT OF A CASE OF BLOOD DYSCRASIA FOLLOWING THE INJECTION 
OF CALOMEL. 


BY WALTER G. ELMER, M.D., PHILADELPHIA. 


In a study of the case here presented 
there appear to be certain features of 
unusual interest which are not altogether 
easy of explanation. 

The patient was severely, almost fatally, 
affected after taking calomel, and there 
seems to be good reason to believe that an 
actual blood destruction took place. 

I will give a brief outline of the history 
of the case, and then give the reasons for 
reaching this conclusion. 

The patient is a man in middle life, mar- 
ried, strong and muscular in build, of 
medium height, normal weight, and by 
occupation a college professor. He has 
enjoyed good health except for occasional 
functional disturbances. In 1904 he was 
troubled with flatulence after eating, and 
about three hours after a meal experienced 
a sense of pain and emptiness in the region 
of the stomach and a craving for food. 
These symptoms disappeared on taking 
food. Physical examination showed the 
stomach to be normal in size and position, 
and no well-defined area of tenderness 
could be made out. There was no nausea 
at any time—occasional headache. The 
diagnosis was hyperchlorhydria. Nitrate 
of silver and hyoscyamus one-half hour be- 
fore meals and bismuth salicylate two 
hours after meals gave relief and was con- 
tinued for two weeks. The patient con- 
tinued well for a long time, but in 1906 he 
again had symptoms very similar to those 
given above, which disappeared in about 
ten days. In February, 1909, he had 
another period of hyperacidity, which was 
promptly relieved by treatment. The 
patient continued well from that time on 
until May 5, which was the beginning of 
his serious illness. 

On that day he did not feel well, but had 
no definite symptoms. He thought he 
needed calomel, and took a tablet triturate 
of calomel and soda every half-hour until 
he had taken eleven doses. He thought he 


was taking 1/10-grain doses. He slept 
well that night, but the next morning— 
after having a very small formed move- 
ment—he felt that the calomel had not acted 
well, and took two teaspoonfuls of mag- 
nesium sulphate to eliminate it. He felt 
badly all day, and I was asked to see him. 
I attached no special importance to his con- 
dition—told him the calomel had been the 
only medicine he required, and advised 
another dose of the Epsom salt at night. 
That evening there was a small light- 
colored movement. The next day (Friday) 
he went to the circus with his little daugh- 
ter, and on the way home on a crowded car 
he felt so weak and dizzy that he bribed a 
small boy to give him his seat. He had no 
pain at any time. In the night he vomited 
about a teacupful of very dark material, 
evidently decomposed blood; he was 
troubled with dizziness on raising his head, 
and with rapid heart action. 

Saturday morning there was a_ small 
black tarry stool, evidently also decom- 
posed blood. The patient had moderate 
fever, about 100°, pulse slightly above 100, 
and a very soft systolic murmur heard at 
the apex and over the base of the heart. 

I asked to see the bottle which had con- 
tained the calomel tablets, and discovered 
that the patient had taken one-grain tablets 
instead of 1/10-grain—having taken eleven 
grains in all in divided doses. 

There was no pain and no tenderness in 
the region of the stomach or right hypo- 
chondriac area. There was nothing in the 
patient’s color that especially attracted my 
attention other than the fact that he ap- 
peared a little pale and seemed quite sick. 
I advised the use of the magnesium sul- 
phate as before, a liquid diet, ample amount 
of water, and absolute rest in bed. About 
midnight the patient again had the rapid 
heart action and feeling of weakness. I 
suggested an ice-bag over the heart. 

On Sunday the heart murmur had be- 
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come so pronounced and the heart muscle 
so relaxed that I strongly suspected a septic 
endocarditis. The temperature ranged 
between 100° and 101° and the pulse from 
110 to 120. The general weakness was so 
noticeable that I asked the patient not to 
try to raise himself up from the pillow, and 
ordered small doses of digitalis. 

There had been but one black tarry 
movement, as has been mentioned, and the 
subsequent movements once each day con- 
tained evidences of old decomposed blood, 
but soon returned to the usual color, and 
there was no further evidence of renewed 
bleeding. 

The following day, Monday, I was at 
once struck by the patient’s pallor ; the heart 
murmur had increased—the temperature 
and pulse continued about the same—as 
well as the general weakness. I still felt 
there was an ulcerative endocarditis, but 
from the entire absence of pain I was much 
in doubt about it. The pallor of the patient 
gave me considerable anxiety. I ordered 
Basham’s mixture three times a day, and 
decided to make a hemoglobin estimation at 
my next visit. 

On that day, Tuesday, the patient was 
absolutely colorless, the hands were waxy 
and translucent to light, the lips and con- 
junctive white—there was in fact not the 
faintest trace of color about him. He him- 
self remarked upon the peculiar waxy and 
translucent appearance of his hands as he 
held them up to the light. The heart mur- 
mur was, if anything, even more definite; 
the temperature, pulse and weakness were 
about the same. The Von Fleischl instru- 
ment registered the hemoglobin at 20 per 
cent. 

I added potassium iodide in five-drop 
doses three times a day. The treatment 
therefore consisted of salts in the morning 
and an enema when necessary, Basham’s 
mixture and digitalis three times a day, and 
in the interval potassium iodide three times 
a day. 

In order to eliminate the possibility of a 
preéxisting serious blood disease I asked 
for a differential count of the leucocytes, 


and this was made the next day. The 
hemoglobin was then 19 per cent by the 
Dare instrument, the red cells 1,252,000, 
white cells 5200. Large mononuclear cells, 
4.1 per cent; small mononuclear cells, 28.5 
per cent; neutrophiles, 63.4 per cent; 
eosinophiles, 1 per cent; basophiles, 1 per 
cent; neutrophilic myelocytes, 2 per cent; 
numerous macrocytes and a few nucleated 
red cells. The urine remained clear; spe- 
cific gravity about 1016; no albumin and no 
casts. 

The next day, May 14, the hemoglobin 
was 22; on the 16th it had reached 30. 

From that time on the patient’s color 
began gradually returning; the temperature 
and rapid pulse slowly subsided. 

On May 18 the hemoglobin was 38, red 
cells 1,584,000, pulse 76; May 22, hemo- 
globin 53, red cells 2,612,000, heart mur- 
murs very faint, patient up and dressed; 
June 1, hemoglobin 67, red cells 3,372,000, 
heart about normal. On June 2 he left the 
city for the summer, feeling well. He 
continued to improve in healti and strength 
at the seashore, and has remained perfectly 
well ever since. Last winter he passed a 
rigid life insurance examination. 

It seems to me from my _ personal 
knowledge of this patient, which extends 
over a period of seven years, that it is 
exceedingly unlikely that he suffered from 
either a gastric or duodenal ulcer, for there 
had never been any definite area of pain or 
tenderness which might be caused by an 
ulcer, and for months, or even a year or 
two at a time, he had no symptoms of any 
kind, and he has been entirely free from 
symptoms since his illness. We can almost 
certainly dismiss gastric ulcer. Duodenal 
ulcer must receive more careful considera- 
tion, for the symptoms which he presented 
on several occasions, and which I have 
ascribed to hyperacidity, might have been 
caused by a duodenal ulcer. Hyperchlor- 
hydria may be a purely functional condi- 
tion, and when it is, it is usually very 
quickly relieved by treatment. The symp- 
toms generally disappear if an alkali is 
given or food is taken, and even a glass of 











640 THE THERAPEUTIC GAZETTE. 


milk or of water will give the patient 
prompt relief. Treatment which will 
inhibit the undue activity of the gastric 
glands or partially neutralize their secretion 
will act in a similar manner. If the 
symptoms are due to organic disease they 
are apt to be more intractable and very 
prone to return. This patient apparently 
had at times a marked hyperacidity, which 
in each instance yielded promptly to treat- 
ment. 

Had he taken the eleven grains of calo- 
mel at a single dose it is probable that it 
would have acted as a prompt purge and 
caused no bad effects. Taken in divided 
doses—a grain at a time—it is possible that 
the mild chloride was acted upon either by 
the gastric or intestinal juices and a small 
portion of each dose was converted into the 
corrosive chloride of mercury and ab- 
sorbed; and it was the cumulative effects 
of these repeated small doses which resulted 
in the blood dyscrasia. Mercurous chloride 
is an unstable compound. It may change 
to mercuric chloride in an acid medium or 
in an alkaline one. Even in a solution of 
common table salt (sodium chloride) this 
conversion may take place. One of the 
theories in regard to the absorption of 
calomel is that it is converted into a double 
salt of mercury—the albuminate of mer- 
cury and mercuric chloride—and in this 
form it circulates in the blood. Fatal 
poisoning has followed a medicinal dose of 
nitrohydrochloric acid while a patient was 
taking calomel, the calomel having been 
converted into corrosive sublimate in the 
stomach in sufficient quantity to cause death. 

It will be noted in the case here reported 
that there was no purging. The drug was 
absorbed, and there was no effort on the 
part of nature to eliminate it. 

The hemorrhage which occurred into the 
stomach or duodenum, or both, must have 
been small in amount and may have been a 
direct transudation of blood through the 
mucous membrane, or may have been due 
to a dissolution of the walls of the capillary 
vessels themselves from the action of the 
poison. The actual loss of blood itself was 





scarcely sufficient to cause so extreme an 
anemia. A man in normal health and 
vigor, showing no sign of weakness or of 
pallor, could scarcely have his blood de- 
pleted in a few days to the critical point 
reached in this case without the loss of very 
large quantities of blood, if the anemia 
were due to hemorrhage alone. There 
must of necessity be the daily vomiting of 
large quantities of blood, or it must be 
passed in large amounts by the bowel— 
even bright-red blood appearing in the 
movements. Even granting that a patient 
might partially digest and absorb some of 
his own blood on its passage through the 
bowel, nevertheless the amount passed 
must be large. A single large hemorrhage 
which would deplete the blood to this 
extent must necessarily send the patient 
into collapse. None of these phenomena 
occurred in my patient. Then, too, the 
pallor of the patient increased from day to 
day, and the heart murmur increased in 
intensity long after all traces of hemor- 
rhage had ceased. 

These are the reasons which, after careful 
consideration, have led me to eliminate 
duodenal ulcer in this case. 

A patient in the Montreal General Hos- 
pital vomited ten pounds of blood by actual 
measurement in seven days. Under such 
circumstances the most extreme anemia 
must of course follow. 

The fact that the urine remained clear 
does not help us very much in reaching our 
conclusions, for we know that blood 
destruction can occur without hemoglo- 
binuria, as is seen in some cases of snake- 
hite. The venom of the cobra, for ex- 
ample, may cause very great blood destruc- 
tion without any noticeable changes occur- 
ring in the urine. So long as the liver is 
able to handle the hemoglobin it need not 
necessarily appear in the urine. The liver 
cells quickly abstract the hemoglobin, which 
has been liberated from the blood cells, 
from the blood plasma and send it down 
through the hepatic ducts and common bile 
duct into the intestine, and so it leaves the 
body. The spleen also may have some 























part in the abstraction of the hemoglobin 
from the blood stream. 

The conclusions which I have reached 
therefore in regard to this patient’s illness 
are these: 

A patient with a marked idiosyncrasy to 
mercury took calomel when he was feeling 
unwell in a very unusual dose. The gastric 
and intestinal secretions were not in the 
usual condition of a person in normal 
health. The drug was not eliminated, but 
remained in the circulation or tissue cells 
and resulted in a profound blood dyscrasia. 
There were no marked evidences of saliva- 
tion. I have purposely deferred reporting 
this case for one year in order to note any 
subsequent symptoms which the patient 
might present. He has had no symptoms 
whatever and has remained in the best of 
health. 

There is a case of mercurial poisoning 
which has not been recorded and which 
seems to have some bearing upon my 
patient’s illness. It is that of a woman, 
who after a single douche of a solution of 
bichloride of mercury in the strength of 
1 to 5000 developed the symptoms of cor- 
rosive chloride poisoning similar to cases 
already reported. However, after all traces 
of hemorrhage from the mucous mem- 
branes had ceased, the red cells and hemo- 
globin continued to fall progressively day 
after day in spite of all treatment, until 
they finally reached 1,200,000 red cells, 
hemoglobin 17 per cent—at which point 
the patient expired. 

In my case the red cells reached 1,252,- 
000 and the hemoglobin 19 per cent, but 
just at that point the tide fortunately 
turned and he made a good recovery. 





AMEBIC DYSENTERY: ITS PREVA- 
LENCE, ETIOLOGY AND TREAT- 
MENT. 


NYDEGGER in the Vest Virginia Medical 
Journal for June, 1910, says that the treat- 
ment of amebic dysentery may be summed 
up under three heads—rest, diet, and medi- 
cation, etc. 





and will vary somewhat, de- 
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pending on whether it is in the acute or 
chronic stage. The majority of the cases 
of so-called amebic dysentery begin in the 
acute form, while a certain number occur 
in the mild and subacute forms from the 
onset, and merge into the chronic form. 
When does acute dysentery become chronic? 
is a question that is sometimes asked. 
Dysentery which does not recover and fails 
to respond promptly to treatment will soon 
reach the chronic stage, and the time is not 
a matter of months, but rather of days and 
weeks. Rest in bed in the acute stage is 
one of the first essentials. The use of light 
flannels next to the skin, even in the tropics, 
is important. The intestine should be given 
physiological rest as far as possible. In 
the acute form the use of solid foods is 
interdicted. Liquids, principally in the 
form of milk, boiled, pure or diluted, are 
best borne. Broths, albumen water, and 
strained soups and the like may be given. 
For the pain and tenesmus it may be neces- 
sary to administer morphine hypodermic- 
ally, or better still, in the form of a sup- 
pository inserted in the rectum. After a 
few days, when the pain and tenesmus have 
somewhat subsided, local treatment of the 
involved intestine may be commenced. At 
first large, low rectal injections of warm 
saline solution may be resorted to with 
much benefit and comfort to the patient. 
Later, quinine solution in strength of from 
1 to 5000 to 1 to 1000, and at a temperature 
gradually reduced to 55° or 60° Fahrenheit, 
should be given once or twice daily in 
amounts of from one to one and a half 
quarts. The patient should lie on the back 
and the solution be allowed to flow in gently 
from a bag, at a height of from 15 to 20 
inches above the body. Quinine is claimed 
to have a destructive action on the amebe, 
and the low temperature of the water also 
destroys them. Every third or fourth day 
a saline, such as Rochelle salts or magne- 
sium sulphate, should be administered in 
fractional doses hourly until free evacua- 
tion of the bowels has been obtained. By 
this process the large bowel is cleaned out, 
the amebze are carried away in the dis- 
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charges, and the tenesmus is greatly 
lessened. 

Ipecac, which has been so highly lauded 


by some in the treatment of this disease, 
has not proven efficacious in the hands of 
the author. Indeed, he considers the suffer- 
ing from nausea and the discomfort one has 
to undergo, when the use of this drug is 
resorted to, is not counterbalanced by the 
benefit derived from its use. Many patients 
having amebic dysentery and reported as 
having been cured by the use of ipecac, 
having been followed up, subsequently have 
been known to relapse into their former 
condition, becoming as bad as before the 
ipecac was administered. From observa- 
tions the author has had in its use he could 
not ascribe to it great merit in the treat- 
ment of this disease. This form of 
treatment has been found satisfactory in 
many parts of the world, such as South 
Africa, the Philippines, and in parts of 
India. Acetozone administered by the 
mouth has been highly recommended by 
some, in the belief that it acted directly on 
the amebz, but has now fallen into disuse. 

One thing we have learned in the past 
ten years in the treatment of amebic dys- 
entery, which is confined to the rectum, 
large intestine, and cecum, and that is, to 
be effective, the treatment must chiefly be 
applied locally. In the chronic stage the 
treatment is somewhat altered from that in 
the acute stage. Here the person is usually 
much reduced in flesh, is weak and anemic, 
and must be provided with a nourishing 
dietary. Milk, eggs, beef in the form of 
broiled rare steak or roast, broiled lamb 
chops, chicken, stale toasted bread, strained 
soups, etc., will usually fill the food require- 
ments. The patient should lead a quiet, 
well-regulated life, and should be at rest in 
bed during the acute exacerbations. The 
digestion in this form is very frequently 
impaired and should receive appropriate 
attention. The use of carbohydrate foods 
should be refrained from as much as pos- 
sible so as to lessen gastric and intestinal 
fermentation. High colonic irrigations of 
cold saline or quinine solutions in amounts 
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ranging from one to two and a half quarts 
will frequently prove beneficial. The 
posture of the patient and the changing of 
the position so as to allow the solution to 
flow into all parts of the colon are points 
to be carefully carried out in the adminis- 
tration of the injections. The use of solu- 
tions of protargol and formalin adminis- 
tered in the above manner are sometimes 
resorted to. 

When the amebz in their course upward 
from the rectum have found lodgment in 
the cecum and it becomes involved (indeed, 
some now claim the cecum is first affected, 
but this has not been satisfactorily proved), 
injections per rectum are no longer of 
much benefit. In such cases resort to 
surgical measures is indicated for relief, 
and in the hands of the most of those who 
have had recourse to this method of treat- 
ment good results have been almost invari- 
ably obtained. Appendicostomy is much 
preferable to cecostomy, and in the relief of 
these cases can be said to have won an 
exact place in surgery. The operation, if 
possible, should be resorted to before the 
later stages have been reached, when there 
is great prostration and marked changes in 
the submucous tissue of the large intestine. 
It is unnecessary to describe the operation. 
An inch and a half incision, separation of 
muscle fibers, bringing out the appendix 
through the incision, removal of meso- 
appendix, suturing cecum to wall of ab- 
domen around the base of appendix, and 
closure of incision, allowing appendix be- 
yond abdominal surface for two days until 
adhesions are thoroughly formed, when it 
is cut off and a tube is inserted through the 
stump to the cecum. By the washing out 
of the bowel through the appendix with 
large quantities of the various solutions, we 
find, instead of numerous offensive stools, 
one flushing suffices to remove the accumu- 
lated feces and leaves the intestine in a 
state of rest, and the amebz are carried out 
of the intestine in the solution—wherein 
lies the element which chiefly contributes to 
the successful outcome of the irrigation 
treatment. 














THE FEEDING OF WASTING INFANTS 
WITH UNDILUTED CITRATED MILK. 





Some years ago we called attention in 
the editorial columns of the THERAPEUTIC 
GAZETTE to the employment of citrate of 
sodium for the purpose of diminishing the 
coagulability of cow’s milk in order that 
it might be rendered more suitable for in- 
fants. 

It will be recalied that citrate of sodium 
has been used for this purpose with undi- 
luted milk, and also with diluted milk, 
and that a large number of cases success- 
fully treated in this manner has estab- 
lished it as one of the rational methods of 
feeding a child which cannot be nourished 
at the breast. In the Proceedings of the 
Royal Society of Medicine of London for 
May, 1910, Langmead reports 80 con- 
secutive cases of wasting infants fed with 
undiluted milk which had been treated 
by the addition of citrate of sodium. 
He calls attention to the fact that as long 
ago as 1893 Wright showed, in the London 
Lancet, that citrate of sodium could be 
used in this manner, since this substance 
has the power of entirely preventing the 
formation of curd if present in excess. It 
permits only the formation of a very soft 
and fine curd if used in quantities which 
are suitable for infants. Langmead points 
out, what is familiar to most of us, that 
one of the peculiarities of cow’s milk is 
that it contains a large excess of calcium 
salts, the growing calf requiring these con- 
stituents because of its rapid bone develop- 
ment; the proportion in cow’s milk being 
0.17 per cent, whereas in human milk it 
is only 0.03 per cent. 

It will be remembered that a number of 
years passed by after Wright published his 
results before his suggestion was brought 
to the attention of the profession in a clin- 
ical manner by Poynton, who, in the Lancet 
for 1904, reported the successes which he 
had obtained by this means among 50 in- 
fants who had been brought to the Great 
Ormond Street Hospital for Sick Children. 
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Poynton, it is true, combined citration with 
dilution, but Langmead is an ardent advo- 
cate of citration without dilution. 

It has been claimed by some, notably 
Aibinder, that this use of sodium citrate 
checks the action of the gastric juice, and 
it will be remembered that Clark, so re- 
cently as 1909, expressed the belief that 
the advantageous results obtained by citrate 
of sodium are dependent more upon its 
influence upon the hydrochloric acid of 
the stomach which is converted into sodium 
chloride than it is to its influence in pre- 
cipitating calcium salts. 

Langmead claims that the dilution of 
milk possesses certain grave disadvantages. 
In the first place, the addition of water or 
other diluent increases the bulk of the meal 
and so may be responsible for gastric dis- 
comfort if the baby receives enough nour- 
ishment to satisfy its hunger and its nutri- 
tional needs. Further, the dilution of milk 
results in a diminution in the quantity of 
fats and sugar, so that they fall below the 
amounts present in human milk, and 
therefore the child is deprived of these 
essential ingredients. It is quite true that 
the fat and the sugar can be substituted by 
the addition of cream and sugar, but this 
necessitates the careful measuring of these 
additions, and among the poor: this 1s 
almost impossible because of their inability 
to pay for cream or to obtain pure cream, 
since in all large cities preservatives are 
much used for the keeping of cream. In- 
deed, in London it would seem to be 
almost impossible to obtain cream which 
does not contain some preservative, and 
Hamill has reported, to the Local Govern- 
ment Board, that in addition to boric acid 
preservatives the cream obtained in Lon- 
don very often contains benzoate or sali- 
cylate of sodium, and is not uncommonly 
thickened with gelatin or starch paste or 
sucrate of lime. So, too, it has been 
found by some investigators that the cream 
is apt to contain an excessive proportion 
of the bacteria in milk. 
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Then, too, with the growth of the child 
the degree of dilution has to be changed 
frequently. This can be done readily by 
the well-to-do, but is often difficult on the 
part of the poor. Finally, the dilution of 
milk, unless it be citrated, often leaves the 
chief source of digestive disturbance, the 
toughening of the curd, untouched; the 
bulk of the coagulum may be altered, but 
its consistence is the same as before. If 
barley water is used it results in the ad- 
ministration of about two per cent of 
starch. These are the chief disadvantages 
which Langmead believes are present in 
diluted milk. 

On the other hand, whole milk treated 
by citrate of sodium possesses a number 
of advantages. In the first place, there are 
many children in good health who can 
utilize whole milk, even without the use 
of the citrate of sodium. The preparation 
of the milk for the child is an exceedingly 
simple process, and even the most careless 
and ignorant can hardly make a mistake, 
since all that is necessary is to add to the 
milk citrate of sodium in the proportion 
of 2 grains to each ounce. We have used 5 
grains to the ounce of milk. The citrate of 
sodium may be dissolved in water so that 
2 grains are in each teaspoonful, or, if large 
bottles are employed, 20 grains of sodium 
citrate may be dissolved in each drachm of 
In other words the addition of a 
drachm of this solution prepares ten ounces 
of milk. 

Langmead advocates bringing the milk 
to a boil in order that it may be sterilized, 
particularly against the tubercle bacillus, 
and also because the curd which is formed, 
in boiled milk which is citrated, is even 
finer than that in raw milk which is citrated. 
Langmead also claims that in his experi- 
ence babies fed with undiluted citrated milk 
have firmer muscles and are in better shape 
generally than infants fed with diluted 
milk; that they sleep better; and that as 
they do not swallow so much fluid, there 
is less tendency to incessantly urinate. He 
has never seen any evidence of diminished 
coagulability of the blood, or edema, or 
urticaria in his cases. If any tendency to 
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acid dyspepsia develops, this can be readily 
counteracted by the use of 4 to 6 grains of 
bicarbonate of sodium in each bottle. 





DEATH FROM SPINAL ANESTHESIA. 





During the last ten years we have on 
more than one occasion called attention to 
the matter of spinal anesthesia, which dur- 
ing the last few months has again been 
given a large amount of professional atten- 
tion. We have constantly warned our 
readers against the use of this method, 
which often fails to relieve pain, and also 
frequently aggravates rather than lessens 
the development of surgical shock. We 
have stated heretofore, and repeat at this 
time, with still further assurance of the 
correctness of our views, that the vast 
majority of American surgeons consider 
that this method has an exceedingly limited 
field of usefulness, and should only be em- 
ployed in extraordinarily rare instances. 

In the British Medical Journal of March 
26, 1910, Milward, an assistant surgeon at 
the General Hospital in Birmingham, Eng- 
land, reports a case of death from spinal 
anesthesia by the Jonnesco method. The 
patient suffered from acute intestinal ob- 
struction, for which operative interference 
was instituted. It is only fair to state that 
the patient was considered an unfavorable 
one for the employment of any kind of 
anesthesia. The belly was already dis- 
tended and fecal vomiting was present. It 
is chiefly because of this fecal vomiting 
that a general anesthetic was substituted by 
the injection of 10 centigrammes of sto- 
vaine and 1 mg. of strychnine in 1 Cc. of 
water, the injection being given into the 
dorsilumbar region. Within six minutes 
the patient appeared more ill than before. 
A minute later his pupils dilated and his 
pulse rapidly failed. He was given a hypo- 
dermic injection of ether and strychnine, 
but rapidly became unconscious, with gasp- 
ing respirations. Eleven minutes after the 
injection the respirations were exceedingly 
shallow. A continual stream of fecal vomit 
passed from his mouth, and he failed to 
rally after another injection of ether and 

















strychnine. The conjunctival reflex was 
lost at the end of fifteen minutes, and 
although artificial respiration was contin- 
ued for one hour after all signs of life had 
ceased, the patient was lost. 

The post-mortem examination failed to 
show any serious trouble with the heart, the 
right ventricle of which was slightly dilated. 
The cardiac valves were, however, normal. 
The intestinal obstruction was found to be 
due to a growth which closed the ileocecal 
valve. There was no hemorrhage in the 
spinal canal, and the appearance of the 
spinal cord and brain was entirely normal. 
Mr. Milward believes that the death of the 
patient was entirely due to the toxic effects 
of the intraspinal injection, and does not 
entertain any idea that the shock of the 
injection had anything to do with the fatal 
result. 

Milward states that it is only fair to re- 
mind us that Jonnesco advises a somewhat 
smaller dose of stovaine if the patient is 
severely ill. The difference between a small 
dose large enough to be effective and 10 
centigrammes of stovaine is, however, so 
slight as not to be of value in indicating 
that an error in the quantity used was re- 
sponsible for the untoward effect in this 
case. 





PHARMACOLOGIC PEDANTRY VS. 
THERAPEUTIC FACTS. 


In an article published in the THERAPEU- 
TIC GAZETTE within the last few months 
upon “The Teaching of Therapeutics,” the 
writer of this note took some pains to point 
out that while everything should be done to 
encourage pharmacological research and 
experimental therapeutics the time had not 
as yet arrived in which pharmacology had 
advanced to such a position as to be able to 
explain or contradict many therapeutic 
facts, and a recent paper by Sir Clifford 
Allbutt, Regius Professor of Physics in 
Cambridge University, England, was quoted, 
in which this distinguished physician, and at 
the same time scientific and thoughtful man, 
expressed the view that it were better for 
the pharmacologist to follow the pioneer in 
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practice rather than for him to undertake 
the post of leadership. 

At this time, when the profession is more 
awake than ever to the necessity of looking 
into all things therapeutic with a critical eye, 
and simultaneously is desirous of holding 
fast to that which is good, it is important 
that those who work solely in the laboratory 
should not try to displace the established re- 
sults of practical experience by theoretical 
reasoning. Because the facts which are at 
the hand of the pharmacologist do not agree 
with the facts which are at the hand of the 
bedside therapeutist, it does not follow that 
the latter is in error as to the results which 
he obtains, and when the bedside therapeu- 
tist, not only singly but by the multitude, 
reaches definite conclusions as to the results 
which follow the administration of certain 
remedies, and these conclusions do not seem 
rational to the pharmacologist, it is the 
function of the latter to find out why the 
results are obtained, and not endeavor to 
prove that they are imaginary. There can 
be no question whatever that a very large 
number of therapeutic facts seem at the 
present time to be arrayed against the re- 
sults of pharmacological investigation, but 
facts are facts, and when they are attested 
by thousands of the past and of the present 
day, it is futile to deny them. 

Attention has been called to this matter 
once more by an article, entitled “Pharma- 
cologic Fetishisms,” which is contributed by 
Dr. W. M. Barton to the Journal of the 
American Medical Association of July 23, 
1910. Part of what he says in regard to 
the futility of employing certain therapeutic 
measures, commonly resorted to, is true, 
but much more is absolutely untrue, and 
however rational his so-called scientific ar- 
guments may seem. to be, such arguments, 
we repeat, are futile in the face of facts. 

Thus, for example, he states that chloride 
of ammonium, terpine hydrate, and benzoic 
acid have no expectorant effect in the sense 
of possessing the power to increase the se- 
cretions of “the pulmonary mucous mem- 
brane.” The carping critic might point out 
that in this instance the pharmacologist is 
ignorant of his anatomy, since it is the 





! 
| 
| 
| 
| 








646 


bronchial tubes which possess mucous mem- 
branes, and not the pulmonary tissues, 
strictly speaking, but with this point we do 
not care to deal. The fact remains that 
chloride of ammonium in particular, and 
terpine hydrate, benzoic acid and its salts, 
are universally employed by competent prac- 
titioners as expectorants, and that following 
their use the quantity of muco-pus coughed 
up by the patient is for a time materially 
increased. It is brought up more easily, the 
patient rapidly improves, and is cured at a 
much earlier period than if these remedies 
were not used. The argument, therefore, 
that the remedy is completely absorbed, 
taken into the portal circulation and there 
quickly decomposed, and that it is ultimate- 
ly eliminated as urea and partly as reformed 
ammonium chloride, and that it does not 
get to the bronchial mucous membrane as 
ammonium chloride, does not prove that the 
administration of the remedy is futile. The 
argument of the pharmacologist may be 
correct, but his deductions are erroneous 
because even if his process of reasoning 
seems perfect, the facts are incontrovertible. 
His argument only justifies the statement 
that chloride of ammonium does not act 
directly upon the mucous membrane of the 
bronchial tubes as chloride of ammonium, 
and it does not justify him in making the 
statement that the remedy is not an expec- 
torant. 

So, too, he says that the use of sweet 
spirits (sic) of nitre as a diuretic and 
diaphoretic is a fetish, and thinks it a pity 
that he is forced to “destroy this pretty lit- 
tle harmless delusion.” Incidentally it may 
be stated that it is not “spirits” of nitre but 
“spirit” of nitre. He then proceeds to state 
that when sweet spirits (sic) of nitre is 
mixed with water before it is swallowed 
the nitre escapes and the only effect left is 
that of a very small amount of ether and 
alcohol which is negligible, and this state- 
ment is made in face of the fact that within 
the last few years it has been repeatedly 
found by the clinician at the bedside that 
the sweet spirit of nitre lowers blood-pres- 
sure, just as does nitroglycerin, and that 
this lowering of blood-pressure is not imagi- 
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nary but can be estimated by instruments of 
precision. Furthermore, if he will, under 
proper conditions, take a dose of sweet 
spirit of nitre, he will sweat more than if 
he does not take it, and if he repeats this 
experiment under proper conditions he will 
have diuresis to a greater degree than if he 
did not take it. Further, this theorist states 
that calomel acts as a purgative by its action 
on the intestine, does not increase biliary 
flow, and that the bilious purging is due to 
the fact that the bile is hurried through the 
bowel. He bases his assertions upon the 
well-known experiments which have been 
carried out by a number of medical men in 
patients who have suffered from biliary 
fistula. There is no question whatever that 
in these experiments the administration of 
calomel has not caused an increased flow of 
bile through the fistula, but this does not 
prove that calomel does not cause an in- 
creased flow of bile into the intestine. It 
may not stimulate the liver, but may have 
some action on the gall-bladder whereby 
that viscus is emptied. But whatever may 
be the modus operandi, it may be asserted 
that if he will take a saline purge, thereby 
sweeping the contents of the duodenum out 
of the bowel, and will estimate the quantity 
of bile passed, and some days later will take 
a ful! dose of calomel, or blue mass, and 
estimate the quantity of bile passed, he will 
find that, however clever his mental deduc- 
tions may seem to be, his biliary excretion 
will be increased more by the calomel than 
by the saline. After five or six copious 
biliary dejections have occurred the lower 
end of the alimentary canal will convince 
the brain that it is in error when it thinks 
that calomel does not increase the flow of 
bile. So, too, he asserts that the use of 
nitrohydrochloric acid has no more influence 
upon the liver and its associated functions 
than any ordinary acid. Here, again, if he 
will take full doses of sulphuric or hydro- 
chloric acid on different occasions, and then 
for same days take full doses of nitrohydro- 
chloric acid, he will find, in many instances, 
that bilious purging is induced. Many 
practitioners get results in hepatic disorders 
from the use of this acid that other acids 














fail to produce. So, we repeat, it is the 
business of the critic not to condemn the 
practice of the man who knows by experi- 
ence, when the condemnation is based solely 
upon what the critic thinks about it and not 
on what he knows about it. 

With Barton’s statement that “colchicum 
does not cure gout” it seems hardly worth 
while to deal. We may not know how it 
cures gout because the pathologist at the 
present time cannot tell us what gout is, but 
there are thousands of medical men and 
thousands of laymen as well who know that 
colchicum does cure gout, or, to speak more 
correctly, relieves an attack of gout, al- 
though it may not permanently correct the 
Facts also contradict 
his statement that chlorate of potash is use- 
less in stomatitis. The manner of its action 
may not be properly explained by those 
who employ it, but the fact that it cures the 
condition is incontrovertible. 

Laboratory investigators are continually 
publishing results which contradict one an- 
other, and their constancy in this respect is 
quite equal to that of the general practi- 
tioner. Thus, for example, we find that 
for years past the laboratory worker has 
been asserting that alcohol never acts as a 
stimulant to the circulation, but always as a 
depressant, and that its employment on the 
part of medical men and laymen as a stimu- 
lant is utter nonsense. Now, we have 
published in the Journal of the American 
Medical Association of July 30, 1910, a very 
clever research by Brooks of Chicago, in 
which he points out that practically all the 
studies heretofore made upon the physiolog- 
ical action of alcohol have been impaired 
in value by the preliminary use of some 
anesthetic, or by mutilation of the animal, 
and describes the methods which he em- 
ployed by which such factors were elimi- 
nated. He publishes a chart showing a very 
definite and pronounced rise in blood-pres- 
sure produced by the injection of 10 Cc. of 
25-per-cent alcohol into the vein of the ear, 
which is rather a large dose, and another 
tracing showing that when alcohol is admin- 
istered by the stomach it also causes a very 
considerable rise of blood-pressure with an 
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increase in the amplitude of the pulse. He 
believes as the result of his investigations 
that the dominant effect of alcohol, when 
circulating in the blood stream, is to cause 
a gradually progressive lowering of blood- 
pressure, but it is evident that the primary 
effect is directly stimulant. In the same 
issue one of the editorial staff of this jour- 
nal has a good word to say for pepsin, a 
digestive ferment, the use of which has 
largely decreased because of the statements 
of laboratory workers. This editorial writer 
calls attention to the studies of Rose, which 
indicate that in disease there may be a great 
diminution in peptic activity which can be 
compensated for only by the administration 
of pepsin, and that not only dilute hydro- 
chloric acid but also pepsin must be admin- 
istered if the food is to be digested. 

An article like that which we have 
quoted, in which calomel, spirit of nitre, 
and ammonium chloride are condemned, 
may do good by forcing the practitioner 
to regard all his therapeutic measures 
as worthy of careful analysis and study, 
but it does harm in that it leads the bedside 
clinician to the belief that those who are 
working in pharmacology do not know what 
they are talking about, and so diminishes his 
respect for a class of investigators who 
should be encouraged and who as a class 
are to be regarded with the greatest confi- 
dence. So, too, an article of this kind gen- 
erates a feeling of annoyance, the genera- 
tion of which may not be harmful and 
which to the author may be amusing, but 
this feeling of annoyance has very much the 
same basis for its existence as has the feel- 
ing of annoyance which develops when John 
Jones meeting James Smith at the corner of 
a street coolly proceeds to assure the latter 
that he is not where he knows he is. James 
Smith would at once believe that John 
Jones was insane, or use a descriptive 
phrase. 

Experience shows that the laboratory 
pharmacologist when he is taken ill turns 
his back upon his theories and incontinently 
and voraciously swallows such expectorants 
or purgatives, or other medicines, as the 
lowly general practitioner may see fit to 
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prescribe, because illness convinces him of 
the value of bedside experience, and his 
confidence is well placed, for he gets well. 
As the writer was a pharmacologist for 
some years before he became a bedside 
clinician, he has seen both sides of the 
shield, one in the laboratory and the other 
at the bedside. He is, on the one hand, an 
ardent supporter of pharmacological inves- 
tigation, and on the other he has a whole- 
some respect for the results of clinical ex- 
perience. It were better if some of the 
pharmacologists of the day would strive to 
be upbuilders rather than iconoclasts, since 
by this means they would more successfully 
advance scientific medicine, and what they 
had to say would be listened to with greater 
respect. The average man wants to be 
shown how he can improve, not how mis- 
taken he is. 

In the way of refreshing contrast we 
quote from an article contributed to the 
Boston Medical and Surgical Journal of 
July 28, 1910, by Tyrode, who is at once a 
clinician and a pharmacologist. He says: 
“In spite of the efforts of cranks on psycho- 
therapy, dietetics, and physical therapeutics 
to abolish the use of drugs or belittle their 
advantage in the treatment of disease, these 
therapeutic agents have persisted and are 
still flourishing after the late passing period 
of therapeutic nihilism. This is very en- 
couraging, because unquestionably great 
good is being done every day by the proper 
use of drugs.” And again he says: “It is 
unnecessary to defend the rights and accom- 
plishments of drugs in modern therapeutics 
because the results obtained speak glowingly 
for themselves.” 

We believe the duty of the physician is: 

1. To cure his patient, or relieve him, by 
the employment of every means which have 
proved useful in the past. 

2. To be careful not to do harm by undue 
therapeutic activity. 

3. To place all his measures upon a sci- 
entific basis as soon as science can give him 
the facts. Until then he must use the re- 
sults of experience and hope that a satisfac- 
tory explanation for his clinical results will 
be forthcoming. 


RADICAL OPERATION FOR CANCER 
OF THE PYLORUS. 





The commonly accepted teaching of the 
day is to the effect that providing a com- 
paratively early diagnosis be made cancer 
of the pylorus is a curable affection, the re- 
moval of the affected portion of the stom- 
ach, together with the involved lymphatic 
glands, being an operation attended by 
neither especial operative difficulties nor 
prohibitive postoperative mortality. More- 
over, this procedure has been adopted for a 
sufficient length of time and in a sufficient 
number of cases to prove conclusively that 
a radical cure may be accomplished. The 
difficulty, however, lies in making a diag- 
nosis at a sufficiently early period to enable 
the surgeon to remove all the involved tis- 
sues. Groves (Proceedings of the Royal 
Society of Medicine, March, 1910) particu- 
larly inveighs against the valuable time 
wasted by consulting physicians in employ- 
ing various recondite methods of diagnosis. 
He holds that there is a good prospect of 
cure in early cases; that exploratory lapa- 
rotomy should be performed for diagnostic 
purposes in all doubtful cases; that the im- 
mediate operative mortality may be greatly 
reduced by operating in two stages; that a 
more systematic attempt should be made to 
remove the whole of the lymphatic area; 
and that the limits of operability, both for 
palliative and radical treatment, should be 
more rigidly defined, so as to lessen, if pos- 
sible, the number of surgical failures. 

The majority of gastric cancers are found 
in men between forty and sixty. Cases 
which eventually come for surgical treat- 
ment have usually presented well-marked 
symptoms for many months, symptoms 
which are generally regarded as sufficiently 
characteristic of carcinoma to justify an ex- 
ploration. 

Groves places most dependence upon the 
cardinal symptoms of pain, vomiting, and 
emaciation—emaciation being regarded as 
the most significant. He states that a man 
with cancer of the stomach will generally 
lose as much weight in three months as a 
patient with gastric ulcer does in a year, 
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and that the gaining of weight is the only 
condition which justifies the continuance of 
treatment in an otherwise doubtful case. 
Pain is a deceptive symptom. In the early 
stage of cancer there is often none of it. It 
is readily cured by diet and gastric lavage. 
Vomiting is practically constant when can- 
cer affects the pylorus. As for tumor, it is 
not correct to say that any case is too far 
advanced for cure if tumor is present. Tu- 
mor may be intermittent, in which case it is 
due to muscular spasm of the pyloric an- 
trum associated with stenosis; this inter- 
mittent tumor is by no means characteristic 
of cancer. Dilatation of the stomach is the 
exception rather than the rule, probably 
because the course of the disease is too 
rapid to allow of a great degree of muscu- 
lar hypertrophy; months later the stomach 
wall becomes so infiltrated that it cannot 
dilate. Though the absence of free hydro- 
chloric acid occurs in the majority of cases, 
this is by no means an invariable sign. 
Groves states that the best and most reliable 
way of diagnosing a cancer of the stomach 
is by looking at it and feeling it after open- 
ing the abdomen. 

In regard to rapid emaciation, associated 
with dyspepsia, it is sufficient reason for 
making an exploratory operation. It is also 
true that the outward appearance of the in- 
flammatory and malignant mass may be so 
similar as to make a distinction between 
them impossible, except by microscopic ex- 
amination of serial sections. It has been 
well demonstrated by Wilson and Mac- 
Carty that evidence of ulceration not only 
does not exclude malignancy but gives 
strong reason for expecting malignancy in 
the neighborhood. 

As to the operative treatment, Groves 
strongly favors a two-stage method. The 
deductions from large numbers of cases 
show that radical operation for cancer of 
the stomach is followed by a very high mor- 
tality, varying between 26 and 51 per cent, 
although there are individual operators who 
show a much lower mortality. Of 127 cases 
collected by Groves in which the cause of 
death after resection is given, 79 died from 
peritonitis, 23 from shock, 20 from lung 


complications, 2 from hemorrhage, 1 from 
septic cholangitis, 1 from brain symptoms, 
and 1 from colitis. He holds that the dan- 
gers may be greatly lessened by dividing 
the operation into tWo stages. In the first 
stage a gastroenterostomy is performed. 
The patient rapidly gains in strength and 
vigor and the stomach is relieved from stag- 
nation, whilst in many cases the inflamma- 
tory element of the tumor greatly dimin- 
ishes. After one or two weeks resection is 
undertaken. The operation is much easier ; 
the patient’s vitality being greater there is 
much less danger of his succumbing either 
to peritonitis, shock, or lung infection. In 
Groves’s series of eight cases, in two the 
whole operation was performed at one 
stage, and both these patients died. In six 
cases the two-stage operation was _ per- 
formed, and of these only one died. 

The positive contraindications for opera- 
tion are: (1) Multiple metastatic growths 
in the liver or peritoneal cavity; (2) exten- 
sive malignant adhesions to neighboring 
structures, especially when these involve the 
portal vein and other great vessels; (3) in- 
volvement of distant lymphatic glands— 
e.g., those over the left clavicle; and (4) 
great extent of the primary growth, leaving 
insufficient healthy tissue for anastomosis. 

The mere enlargement of the neighboring 
lymph glands does not prove that they are 
malignant. The operation that Groves per- 
forms is thus described: The anastomosis 
is made as far toward the left as possible, 
certainly to the left of the middle colic 
artery. The abdominal wound is closed, 
and the further stage is performed in about 
ten days. 

The gastrohepatic omentum division is 
as follows: The line of division should be 
close to the liver, from the esophagus to the 
hepatic vessels, and then vertically down 
the mesial side of the latter. 

The posterior wall of the lesser sac of 
peritoneum is now exposed, and two folds 
of peritoneum are seen to run toward the 
left and right from the upper border of the 
pancreas. These are the left and right pan- 
creaticogastric folds, and they contain the 
coronary and hepatic arteries respectively. 
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The peritoneum is divided above the origin 
of the coronary artery, and this vessel with 
the companion vein and lymphatics is liga- 
tured and cut close to the celiac axis. The 
peritoneal incision is carried along the upper 
border of the coronary vessels to the lesser 
curve of the stomach, following the line of 
the left pancreaticogastric fold. 

The division of the peritoneum at the 
back of the lesser sac is continued toward 
the right just below the hepatic artery along 
the right pancreaticogastric fold. The 
pyloric and gastroduodenal vessels are liga- 
tured close to the hepatic artery. 

The point of the greater curvature of the 
stomach where the resection is to be made 
having been determined, the omentum is 
divided from this point outward toward its 
left free margin, the terminal part of the 
left gastroepiploic artery being ligatured. 
The great omentum is then turned up and 
separated from the anterior surface of the 
transverse colon. This is easily effected by 
blunt dissection aided by gauze stripping. 

Division of the stomach and duodenum is 
carried out between two pairs of forceps in 
each situation. The pylorus now remains 
attached only by the peritoneum passing 
from its posterior surface and lower border 
to the front of the pancreas. This can be 
stripped off by gentle pressure, the base of 
the great omentum coming away from the 
transverse mesocolon. If there is evidence 
of macroscopic disease in the glands around 
the head of the pancreas, it is better to take 
away a thin slice of this viscus. The separ- 
ation of the root of the omentum from the 
mesocolon should only be carried as far as 
the middle colic artery and vein, for fear of 
injuring these structures. If the whole mass 
be lifted up it is attached only by perito- 
neum to a line running from the esophagus 
to the middle colic vessels. This is cut 
through and the excision is complete. 
Thereafter the cut end of the stomach and 
duodenum are removed and the wound is 
closed. If there are actually malignant 
glands at the base of the omentum where it 
joins the mesocolon, the removal of a wide 
extent of the transverse colon with its 
mesocolon then becomes necessary. 

As to the remote results of radical opera- 





tion, the proportion of those operated on 
who survive more than three years is about 
Y per cent, whilst the proportion of those 
recovering from operation who thus sur- 
vive is about fifteen per cent. The average 
length of life after gastroenterostomy for 
cancer is six months, whilst the average 
length of. life of those dying of recurrence 
after partial gastrectomy is somewhat over 
fifteen months. 

Perhaps the two features of Groves’s 
communication which are of greatest inter- 
est are his proposition to make as a routine 
method a two-stage operation, and his fur- 
ther suggestion in regard to removal of the 
greater part of the omentum in all cases of 
pyloric cancer. 





SURGICAL TREATMENT OF X-RAY 
CARCINOMA. 


There are few surgeons who have not 
been called upon to treat +-ray burns, often 
inflicted upon patients, still more often ap- 
pearing upon the hands of the +-ray expert, 
and leading to ultimate crippling, in some 
instances to death. The insidious onset of 
these burns, the harassing, at times un- 
bearable, pain, the intractable course, and 
the occasional degeneration into epitheliom- 
atous lesions constitute a typical symptom- 
atology. Our knowledge of these lesions has 
been admirably summarized by Porter 
(Fifth Report of the Cancer Commission of 
Harvard University), who notes that the 
agony of inflamed «-ray lesions is almost 
unequaled by that of any other disease. In 
the more chronic cases the pain is due to the 
cicatricial contraction of the thickened co- 
rium compressing the nerves. Adequate 
excision of the lesion has invariably given 
immediate relief, nor has any other means 
of treatment been promptly efficacious. 
Rupture of dilated capillaries is of frequent 
occurrence and is always accompanied by 
extreme radiating pain until the extravasa- 
tion works to the surface, forms a black 
spot, and is thrown off in the process of 
desquamation, when the pain ceases. Not 
infrequently these minute hemorrhages 
form the sites of subsequent ulceration. 

As for palliative treatment, there is a 
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well-marked idiosyncrasy. In general dry 
treatment combined with protection has 
seemed to be most beneficial. Pure ben- 
zoinated lard is a valuable ointment; oc- 
casionally ichthyol combined with lanolin 
is serviceable. Orthoform should never 
be used owing to its tendency to pro- 
duce ulcerations. In cases of infection 
citrate of silver (1:6000) has been useful. 
Alumnol (1:200) has proved a satisfactory 
antiseptic and astringent. 

The keratoses may be softened with a 
solution of caustic soda and shaved down 
with a sharp knife or pumice stone. If 
they are scratched off bleeding is profuse. 
The actual cautery seems to invite recur- 
rence on a larger scale. 

A well vulnerated +-ray specialist usually 
finds after years of treatment that while the 
general condition of the hands may have 
improved somewhat, either certain kera- 
toses recur after removal, or the nail beds 
are affected; or after healing and breaking 
down several times a particular ulcer finally 
refuses to heal. Provided ulcers have not 
persisted for more than three months or 
have not occurred at the site of an inflamed 
keratosis, the danger of cancer is slight. 

In acute or subacute burns the severe 
symptoms develop from a few hours to a 
few weeks after the injury, and are accom- 
panied by extreme pain. Depending upon 
the depth of the lesion there is desquama- 
tion, blistering, ulceration, or deeper death 
of the tissues. Always there is an abundant 
formation of a very tough, adherent fibrin, 
With great pain upon its removal. 

Conservative treatment should be pur- 
sued until what would correspond to the 
line of demarcation has been established. 
Excision with skin graft should be pre- 
ferred to plastic operations. All keratoses 
which show a tendency to dip below the 
level of the surrounding skin should be re- 
garded as suspicious. Pachydermia with 
telangiectasis, if limited in extent, should 
be treated by excision. Paronychia and 
onychia, if not benefited by dry treatment, 
should be subjected to excision of the nail. 
If this prove inadequate, excision of the 
entire nail-bearing bed, both at the base and 


on the sides, should be employed. Ampu- 
tation with certain cure is often too long 
delayed in this condition. 

Persistent #-ray ulcer, when it becomes 
exquisitely painful, raw, and beefy red, 
whether or not the base is indurated, should 
be treated by radical removal. As a rule 
amputation at the knuckle of a finger upon 
which a carcinomatous ulcer has developed 
will be found to be sound and conservative 
treatment; or when there are multiple le- 
sions upon both hands and the probability 
of others occurring in the near future, in 
view of the relatively benign character of 
these epitheliomata if treated early, local 
excision or minor amputation will probably 
be indicated. 

Skin grafting is extremely successful in 
these cases, and sound skin should always 
be taken. In dissecting out the lesions a 
tourniquet should be applied, since bleed- 
ing, particularly in the hands, is always 
free. After removal of the diseased tissues 
the tourniquet should be removed and the 
hands elevated until bleeding has stopped 
spontaneously. If possible the excision 
should have beveled edges, and the graft 
should be cut thick in the middle, thinning 
out toward the periphery, so that it will 
accurately fit the wound. Firm pressure 
should be applied during the first twenty- 
four hours to prevent oozing and hemor- 
rhage. In order to secure even pressure 
after operation, and to avoid danger of de- 
tachment of the grafts by slight motions of 
the etherized patient, the hand and fingers 
must be firmly fixed to a well-padded splint 
by adhesive plaster before any of the grafts 
are applied. Grafts are dressed with small 
pieces of protective placed in an imbricated 
fashion, and stuck by blood to the palmar 
surfaces of the fingers; the protective 
should be perforated. After sufficient gauze 
has been placed over the protective to make 
an elastic dressing, firm pressure should be 
made directly downward by series of 
opened gauze sponges which are tied on the 
palmar surface of the splint. After twenty- 
four hours the protective should be removed 
with great care, and if the pain is not too 
severe the graft should be exposed to the 








652 THE THERAPEUTIC GAZETTE. 


air in a cage. If such exposure cannot be 
borne, benzoinated lard is the least macerat- 
ing ointment. Blisters are punctured as 
fast as they are formed. If these punctures 
scab, and serum accumulates under the 
graft, dry treatment is contraindicated. At 
the end of three days the hands are bathed 
in warm salt solution or citrate of silver. 
While under water small tabs of skin, etc., 
may be readily removed, as in making a wet 
dissection. In ten days the grafts are 
soundly healed, when dry treatment with 
occasional lanolin ointment is all that is 
necessary. Porter summarizes his article 
as follows: 


With the more general recognition of the 
existence of these #-ray carcinomata, it 
seems clear that such early conservative 
treatment as the writer has outlined will be 
adequate to prevent metastases, for a care- 
ful study of the fatal cases shows that in 
eight of them inadequate treatment, either 
in point of time or extent of operation, due 
almost always to refusal of the patient to 
submit to the treatment suggested, was the 
cause of the fatal issue. In the case of 
Sick, and also of Wagner, coincident devel- 
opment of epithelioma on the face or other 
parts of the body made adequate surgical 
treatment more difficult. 





REPORTS ON THERAPEUTIC PROGRESS. 


HEMIPLEGIA AND ITS TREATMENT. 


In the Clinical Journal of June 8, 1910, 
Homes tells us that the first aim in the 
treatment of every form of disease is to 
remove its cause, but in hemiplegia in the 
majority of cases, except in those in which 
it results from a tumor or other localized 
lesion that compresses or indirectly affects 
the motor cortical centers or the pyramidal 
tracts, this can be rarely attained. The 
author does not refer to the therapeutics of 
the early stage of hemiplegia, in which the 
chief aim should be to treat the vascular 
disease to which the lesion is generally due, 
but limits his remarks to the treatment 
when it is developed. We have no evidence 
that we can in any way modify or influence 
the actual lesion, for brain tissue, if once 
destroyed, does not regenerate; recovery 
can occur only if the destruction is incom- 
plete. Consequently our treatment at this 
stage can be only symptomatic. 

That considerable recovery from the 
condition that exists immediately after the 
stroke may occur is well known. According 
to the writer we must consider in what way 
we can aid or supplement this tendency to 
recovery. The chief symptom is paralysis 
of voluntary movement, and unhappily we 
can do nothing to influence this directly, but 


when power begins to return the use of the 
limb may be seriously restricted by rigidity 
and contracture, as well as by the joint 
changes that tend to develop. And the 
rigidity not only limits the range of move- 
ment at each joint, but the defective inhibi- 
tion of the tone of the antagonists of the 
contracting muscles makes the movements 
that the patient becomes able to execute 
slow, awkward, and incoOrdinate. If, then, 
we can diminish the tendency to rigidity 
and prevent the development of contrac- 
tures and adhesions in the joints we can do 
much for our patients. And we can do 
much in those cases in which the lesion is 
not so extensive as to make some recovery 
of power impossible. We have already seen 
that contractures that fix the limb in one 
position, and make any movement from 
this position difficult or impossible, develop 
readily when the paretic limb is allowed to 
remain constantly in the one position, and 
the same holds true for the joint changes. 
It is consequently essential that the posture 
of the paralyzed limbs should be frequently 
changed. This may be done by the system- 
atic use of passive movements, but it is 
more important that the position in which 
the limbs lie while they are more or less 
powerless during the first few weeks of the 
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illness should be frequently changed. If 
you insist that the arm should not be 
allowed to lie constantly flexed or the leg 
permanently extended, it will be found that 
there will be much less danger of the limbs 
becoming fixed in these or in other positions 
by contractures. Massage is also of con- 
siderable benefit, especially when combined 
with passive movements, but it should be 
gentle and frequently repeated. 
contractures have developed massage and 
passive movement help to overcome them; 


Even when 


they can be most satisfactorily employed 
when the rigidity has been reduced by 
immersing the limb for a time in a warm 
bath. When the range of movement is 
limited at any joint by adhesions in it, these 
should be broken down by passive move- 
ment—under an anesthetic if necessary. 

But we have seen that peripheral stimuli, 
and especially cold, tend to increase the 
rigidity of the paretic limbs, and we should 
consequently attempt to eliminate them as 
far as possible. These limbs should be kept 
as warm as possible, and it is often advisable 
to have the arm rolled up in loose cotton- 
wool during the early weeks of the illness; 
this also reduces exposure to other forms of 
irritation. Finally, as power returns the 
patient should be urged to move the limbs 
frequently as much as he can, for unques- 
tionably active movements are the most 
effective stimulus to the muscles, and prac- 
tice improves the codrdination and the 
range of the movements that return. 





ALCOHOL INJECTIONS IN TRIGEMI- 
NAL NEURALGIA. 

Junius DonatH (Pester  med.-chir. 
Presse, Feb. 6, 1910) has for more than a 
year treated cases of severe trigeminal 
neuralgia by injections of 80 to 90 per cent 
alcohol to which cocaine is added to the 
amount of 0.25 gramme (3.85 grains) of 
cocaine muriate to 100 grammes (3.52 
ounces av.) of alcohol. The cocaine is not 
an essential part of the treatment. If the 
neuralgia is limited to the N. supraorbitalis, 
N. infraorbitalis, or N. mentalis, the injec- 
tions are made into the supraorbital notch 
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or the infraorbital or mental canals respec- 
tively; and even in cases in which the 
neuralgia seems to be more central injec- 
tions into the peripheral nerve most strongly 
affected sometimes give complete relief. 
Thus in the case of a man, aged sixty-five, 
who had suffered for six years from neu- 
ralgia which began in the left orbital and 
spread to the left cheek and to the corre- 
sponding side of the neck, one injection of 
the alcohol-cocaine solution into the N. 
infraorbitalis brought about cessation of the 
pain not only in this nerve, but in the eye, 
cheek, and neck. When injections are made 
over the eye, edema of the eyelid sometimes 
results, but disappears in from one to two 
days. In more extensive neuralgias more 
centrally situated, the injections are to be 
made at the exit of the second and third 
branches from the base of the skull. For 
these injections the author uses the more 
simple method of Levy and Baudoin, in 
which entrance is made from the cheek, 
rather than that of Schlosser-Ostwald from 
the mouth. The injection needs to be prac- 
ticed first on the dead body, a procedure 
which is unnecessary when dealing only 
with the more limited peripheral neuralgias 
first described. 

The cases treated by injections were as a 
rule severe, and of years’ duration. The 
results reported are wonderfully good. One 
case is that of a woman, aged sixty-six, who 
had suffered for fourteen months from 
severe attacks of pain, which lasted for 
hours and became daily more frequent. 
During an attack she could neither speak, 
eat, sleep, nor even swallow. Injections of 
alcohol were made three times into the 
foramen ovale and once into the infraorbital 
canal. The pains in the third division 
ceased after the first injection. The patient 
left the hospital completely recovered, and 
a year later was still free from pain. Other 
examples are given. 

On the strength of his experience the 
author urges the necessity of making trial 
of the alcohol-cocaine injections before 
proceeding to more drastic surgical meas- 
ures.—British Medical Journal, June 4, 
1910. 
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X-RAY TREATMENT OF GRAVES’S 
DISEASE. 

ScuHwarz, of Vienna (Arch. deléc. 
méd., April 10, 1910), claims that radio- 
therapeutic treatment of Graves’s disease 
has as high a percentage of success as the 
surgical method, and has none of the danger 
and pain incident to the latter. He insists, 
that exophthalmic 


goitre have a distinct etiological basis, one 


moreover, 4-rays in 


of their general properties being their 
power to diminish glandular secretions. 


Soon after the irradiation of the thyroid a 
modification of the nervous symptoms is 
generally observed, and this is frequently 
followed by a sudden change in the general 
nutrition. In some cases the patient puts 
on weight very rapidly; a gain of 6 or 8 
kilogrammes (13 or 17 pounds) in a month 
Within a short time there 
is often also a diminution of the exophthal- 


is quite common. 


mos, although this is a most persistent 
symptom, especially in cases of long stand- 
Out of 40 cases under the author’s 
radiotherapeutic treat- 


ing. 
observation, after 
ment had been applied for a mean period of 
three months, there was increase of weight 
in 26; diminution of the pulse-rate in 36; 
amelioration of the nervous symptoms in 
every case, of the exophthalmos in 15, of 
the goitre in 8. The improvement is con- 
stant for the nervous symptoms and almost 
constant for the tachycardia, and on this 
latter point Kraus is quoted as saying that 
when the tachycardia has disappeared for a 
certain time, one may consider Graves’s 
disease as cured, although other symptoms 
may continue. On these grounds the author 
claims 90 per cent of successes for radio- 
therapy, which is at least equal to the 
percentage of operative successes. 

As to technique, he points out that the 
skin of the cervical region is normally more 
sensitive than that of other regions of the 
body, and that this sensibility is further 
increased in sufferers from Graves’s disease. 
Therefore too strong doses must not be 
given. He irradiates the neck, first in the 
anterior direction, then in the left and right 
lateral directions, with rays filtered through 
a piece of glass of 2 mm. thickness. The 
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dose is % Sabourand, or 2 kaloms of the 
Schwarz Fallungs radiometer, applied at 
intervals of three weeks—that is to say, first 
week, neck, anterior direction, % Sabour- 


and; the following week right lateral direc- 


tion, 14 Sabourand; a week later, left lateral 


direction, % Sabourand ; and recommencing 
eight days later with the same dose in the 
anterior direction. This cycle of irradia- 


tions must be followed uninterruptedly 
frequently for six months.—British Medical 


Journal, June 4, 1910. 





ANGINA PECTORIS. 


At the conclusion of a long article on this 
topic in the Lancet of April 9, 1910, OsLER 
says that a retrospect of one’s experience in 
treatment will be colored by the general 
character of the special disease under con- 
sideration. He regards with unmixed 
satisfaction his past experience with typhoid 
fever, every aspect of which may indeed be 
dwelt upon with pride by every member of 
On the other hand, pneu- 
monia arouses feelings, also unmixed, but 
of a totally opposite kind. There have been 
certain gains; we know our enemy better, 


the profession. 


but there is no pleasure to be had in looking 
back upon the record. 
case after case in his reports, the writer 
asserts he could not help taking stock in 
And on the 


And in going over 


this way of angina pectoris. 
whole the feeling is one of satisfaction. 
Terrible as it is in certain aspects, angina 
has many circumstances in its favor: it kills 
late, it kills quickly, we are able to do much 
to lessen the sufferings of the victims, and 
we cure a certain number of cases. There 
are but few deaths under forty years of 
age; no known disease kills so peacefully, 
so painlessly, and there has been real and 
solid progress in the advance of our knowl- 
edge of how to treat it. 

As with prognosis, so with treatment: 
there are three great groups to be con- 
sidered—syphilitic, neurotic, and arterio- 
sclerotic. 

When a man gets a specific aortitis it 
means he has not had efficient treatment. 
There is nothing in the lesion of the arterial 


REPORTS 


wall which mercury and iodide of potas- 


sium cannot control. The spirochetz 
excite a diffuse granulomatous mesaortitis, 
with destruction of muscle and _ elastic 


fibers, and the chief difficulty arises from 
its insidious progress, so that irreparable 
damage may be done before any warning 
is given. The details of treatment offer 
nothing upon which the author deems it 
necessary to dwell. The value of mercury, 
no matter what the stage of the syphilis, is 
emphasized when one actually sees the 
spirochetz in large numbers in the aortic 
wall, as has been demonstrated by J. H. 
Wright, since so far as we know the metal- 


Iodide of 


potassium clears up the exudate, and, as is 


lic drug alone acts as a specific. 
fo) 


well known, will cause a node to melt away 
even faster than will mercury. One thing, 
too, it does with almost invariable success— 
relieves pain. Here is the secret of its great 
influence in aneurism, in which in the early 
stage it is as good as morphine in giving 
relief, clearing the exudate in the media and 
adventitia, and in this way relieving the 
pressure on the nerve elements. 

In the neurotic cases, with a recognition 
of a basic disturbance in the vasomotor 
apparatus, the treatment is most satisfac- 
tory, and only a few cases prove refractory. 
A modified Weir Mitchell cure with hydro- 
therapy meets the important indication. 
Long experience has taught the value of the 
wet pack in restoring stability in vascular 
ataxia. Counter-irritation over the heart is 
sometimes helpful. Of drugs the patients 
have usually had enough by the time they 
reach the consultant, and one part of the 
battle is to wean them from all sorts of 
mixtures. One patient laid out before the 
author 22 prescriptions, and was much 
aggrieved not to 
Sometimes a reassuring 


only treatment needed. 


have a_ twenty-third. 
diagnosis is the 
The author ex- 
presses his regret that an article on angina 
pectoris was in the “British Encyclopedia,” 
since it has helped to make the very name 
deadly in the ears of the public; and there 
is an advantage in speaking to nervous 
patients of a false variety, which may mimic 
every phase of the true disease. When 
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high tension is present, which is not infre- 
quently the case in neurasthenia, the nitrites 
are helpful, and they have a very special 
value in the toxic forms, particularly that 
due to tobacco. In the cases with extreme 
vasomotor ataxia, the author has long used 
the extract of ergot (ergotin) with advan- 
tage, two or three grains three times a day. 
The writer states he has nothing to add 
to the general knowledge which we all have 
of the treatment of the severer type of the 
but gives his 
first of the 
paroxysm itself, and then of the general 


disease, experience very 


briefly : treatment of the 
conditions out of which it arises. It was 
not to be expected that our generation could 
have in any One disease a second therapeutic 
boon of equal importance to that given us 
by our distinguished Fellow, Lauder Brun- 
ton. Of the value of amy] nitrite in loosen- 
ing arterial spasm and relieving the tension 
and strain upon which the pain depends we 
remarkable 


are all agreed. We see its 


benefits more particularly in the cases 
which begin with a wide-spread vasocon- 
strictor influence. Many practitioners ex- 
press disappointment that it does not always 
relieve the pain promptly in the severe 
paroxysms; but it is not itself an analgesic, 
but only loosens the muscle grip; and it 
may well be that the painful effect of the 
disturbance of tension may persist after the 
spasm itself has disappeared. -At any rate, 
experience teaches us that we often have to 
resort to morphine to relieve the atrocious 
character of the pain. Moderate doses, as 
a rule, suffice; but it is to be remembered 
that, as Burney Yeo points out, there are 
cases extraordinarily resistant; and the 
author reported an instance of status angi- 
which between 10 o’clock on 
Saturday night and 1 P.M. on Sunday five 


were hypo- 


nosus in 


grains of morphine given 
dermically and by the mouth, with relief of 
the pain, but without giving sleep. In these 
terrible cases, in which attack follows 
attack, the nitrites are of as little use as 
In despair one may have to resort 


The author asserts he well 


water. 
to chloroform. 
remembers to have done so at first with 
fear and trembling, as the patient’s heart 
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was feeble, but it seemed imperative to give 
the poor fellow relief. He has used it 
many times since, and never with ill effects ; 
in no case did sudden death occur during 
the administration or immediately after it. 
Theoretically the practice is a risky one, 
but neither in his hands nor in those of the 
late George Balfour, of Edinburgh, were 
there ill consequences. 

Oxygen inhalations are useful, particu- 
larly when there is a dusky cyanosis, and 
in the asthma-like dyspnea. In the weak, 
failing, irregular heart one is tempted to 
give digitalis, and it may be tried, preferably 
by the hypodermic method. There is one 
type of cases in which the drug should be 
used—when marked cardiac weakness 
follows acute single attacks in a compara- 
tively healthy man. Post-mortem experi- 
ence shows that the lesion in such a case is 
very likely to be blocking of one of the 
coronary vessels. While anatomically the 
coronaries are not endarteries, functionally 
they are, and an infarct is, we know, very 
apt to follow; and if after the attack a peri- 
cardial rub is heard we may be certain this 
has happened. By maintaining the pressure 
within the myocardial vessels the extent of 
the anemic necrosis may be lessened. 

For the general condition the value of 
iodide of potassium in arterial lesions, and 
especially in the syphilitic variety, is 
universally recognized, and it may be given 
at intervals for months. Last winter the 
writer had an interesting talk with the dis- 
tinguished Roman clinician Marchiafava, 
whose experience in angina pectoris is very 
large, and he gave him reports on cases 
treated with theobromine, from 20 to 30 
grains in the day. A number of them were 
greatly benefited. The author only had the 
opportunity of trying it twice; in one case 
the use had to be interrupted on account of 
a complication; the other patient has been 
remarkably helped, particularly in the 
capacity of taking more exercise. 

In the middle-aged man who has had an 
attack of angina, it is usually a question of 
high tension with beginning or actual sclero- 
sis of the arteries. So soon as a man has 
crossed that point in life when the pace 


is the fastest, whether we put it at 25 with 
Plato, at 40 with Montaigne, or to be more 
kind, let us put it with the sexagenarian 
himself, at the grand climacteric (63), the 
tubing begins to show signs of wear and 
tear, and the blood-pressure gradually rises. 
Now there is nothing more difficult than 
permanently to reduce persistent high 
blood-pressure. Drugs have really very 
little influence. The nitrites are helpful in 
temporarily lowering it; but take a man 
with a persistent pressure of 230 to 240 
mm. of Hg, and you may get the record to 
210 or 220, but to get it back to 150 or 160 
and keep it there is not often within our 
power. Much more important results may 
follow change in a man’s habits of life. The 
author usually gives two prescriptions— 
“Go slowly,” “Eat less’—on which, he 
states, he finds a great many patients put 
about the same value as did Naaman on 
the prescription of Elisha. A man who has 
kept a full head of steam in the boilers 
must learn to lower the pressure and be 
content with the quiet 10 knots an hour 
speed. It is very difficult work to stoke the 
engines in due proportion to the work ex- 
pected. No wonder there is high pressure 
and the machine goes to pieces when the 
furnaces are stoked for the Lusitania and 
the engines are asked to do the work of an 
ordinary ocean tramp. Like longevity, 
angina pectoris is largely a question of the 
arteries. 





THE EFFECT OF STOVAINE ON THE 
NERVOUS SYSTEM. 

SPILLER and LeEopotp in the Journal of 
the American Medical Association of June 
4, 1910, report a research on this topic. 

The method of studying nerve fibers in 
the fresh state with osmic acid, employed 
by them, does not appear to have been used 
in previous studies with stovaine injections ; 
it has given most satisfactory results. It is 
probably because of the employment of this 
method that they have obtained distinct 
degeneration in the posterior roots between 
the dural cavity and the ganglion as well as 
in the ganglion itself—findings not obtained 
by Spielmeyer. Their results differ from 
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those obtained by others in the absence of 
important alteration of the cells of the 
anterior horns, although they employed the 
thionin stain for examining these cells. 

It seems clearly demonstrated that sto- 
vaine affects especially the anterior and 
posterior roots; the degeneration of pos- 
terior root fibers in their sections was in- 
tense; and what is worthy of note, the 
degeneration of the intramedullary portion 
of the lumbar and sacral posterior root 
fibers in the thoracic region was also 
intense. The posterior thoracic roots were 
unaffected. Stovaine evidently also causes 
slight degeneration in the periphery of the 
anterolateral columns, but has less effect 
here than on the nerve roots. 

These lesions obtained by the writers 
could not have been produced by the trauma 
of the needle, as the sections of the lumbar 
region examined were one and a half to two 
inches above the point of injection, and yet 
the posterior and anterior roots were 
greatly degenerated. 

It would be unwarranted to apply these 
findings too strictly to man, as no grave 
changes have been found as yet in the 
human spinal cord. At most their findings 
would show that repeated injections of 
stovaine might be injurious, and would 
make one cautious in employing several in- 
jections within a short time in the same 
subject. They do not know whether sto- 
vaine has more effect on the nervous system 
of the dog than on that of man. 

The investigations show further that the 
paralysis produced by stovaine is of the 
motor type, as the anterior roots were 
greatly degenerated. 





TREATMENT OF HOOKWORM ODIS- 
EASE. 

In the Journal of the American Medical 
Association of May 28, 1910, LrnpEMAN 
directs that the patient should have nothing 
to eat from noon of the day previous to the 
administration day of the thymol. On this 
day and the day following, fat of any kind 
—milk, cream, butter, bacon, etc.—should 
be avoided. Whisky, beer, wine, and oils 


are absolutely interdicted, as all these can 
dissolve thymol. Early in the evening of 
the first day sufficient Epsom salts should 
be given for efficient purgation. It is im- 
portant that the bowels should be well 
moved. Early next day the dose of thymol 
decided on should be divided into two parts 
and given one hour apart. It is best given 
in cachets triturated with equal parts of 
milk-sugar, and before using the cachets 
should be well softened in water until they 
are of the consistency of a raw oyster. It 
is best to put the patient to bed, on the right 
side. The thymol should be retained for 
from two to five hours, unless distress or 
symptoms of intoxication occur. Epsom 
salts should then be used for flushing the 
bowels and expelling the drug. The follow- 
ing dosage as outlined by the State Board 
of Health of Florida is considered safe to 


use: 
Under 5 years of age...... Up to 8 grains. 
5 to 10 years of age........ 8 to 15 grains. 
10 to 15 years of age....... 15 to 30 grains. 
15 to 20 years of age....... 30 to 45 grains. 
20 to 60 years of age....... 45 to 60 grains. 


Over 60 years of age............45 grains. 


In determining the size of the dose the 
apparent age and the real weight of the 
child should be considered. The condition 
of the heart, the degree of debility and 
anemia should also be considered. And 
where these latter conditions prevail to any 
extent small doses are indicated. The 
nauseating effects of Epsom salts can be 
considerably lessened if dissolved in the 
smallest quantity of warm water possible 
and swallowed. This to be then followed 
by a large quantity of any mild fluid, even 
water. The mixing thus takes place in the 
stomach instead of in the glass. The 
patient may begin to eat after the bowels 
are well moved on this day. It is best that 
they should eat sparingly and avoid distress 
from engorgement. The same precautions 
should be observed on this day regarding 
fats, oils, alcohol, etc. 

Once the worm is eradicated, fresh air, 
sunshine, plenty of water, and proper food 
are the chief requirements for the treatment 
of the anemia of hookworm disease. Iron, 
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arsenic, tonics, and ferruginous vegetables 
are indicated. The should be 
treated at intervals of one, two, or three 
weeks until the stool is free from eggs or 
The more debilitated patients 
should be treated at longer intervals. 
Betanaphthol is not so toxic to the para- 


patient 


parasites. 


site as thymol, and has a more toxic action 
on the kidneys. The anthelmintic proper- 
ties of turpentine are less than those of 
thymol ; besides turpentine is less desirable 
because of its ready absorption and liability 
Pressed 
thymol tablets should never be used. 


to produce an acute nephritis. 





THE HISTORY OF SQUILL. 


In a recent number of the Pharmaceu- 
tical Journal, Dr. J. GorDoN SHARP gave 
an interesting account of the history -of 
squill. Epimenides, the Cretan poet who 
lived about 600 B. C., wrote about squill 
and esteemed it highly. Withering was of 
the opinion that the name was derived 
from the Greek verb “skullo,” meaning to 
flay, or metaphorically, to trouble, in allu- 
sion to the irritating effect of the fresh 
drug on the skin and mucous surface. 
Steinheil described and named the plant 
in 1834, while he was living among the 
Algerian tribe Ben Urgin, and in honor of 
them he gave it the generic name Urginea. 
Squill is one of the drugs mentioned in the 
Ebers papyrus (1550 B. C.). It was well 
known to the ancient Chinese, Indians, and 
Arabs, and the latter people made a vin- 
egar and oxymel of squill. Hippocrates 
(460 B. C.) used it as a detergent for 
ulcers, and for empyema he prescribed an 
electuary of which squill was a constit- 
uent. He used the entire bulb as a pes- 
sary in diseases of women. Pythagoras 
(about 580 B. C.),; a pupil of Epimenides, 
was so enamored of the properties of 
squill that he wrote a treatise on it, and 
he is credited with the invention of vin- 
egar of squill, while he certainly intro- 
duced the oxymel or sweet vinegar of 
squill into Greece from Egypt. The drug 
was held by the early philosophers to be 
“Alexipharmic”—that is, antidotal. Pliny 
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(27-79 A. D.) gave an accurate and com- 
prehensive description of the drug, which 
he valued in “dropsy” and “asthma.” He 
recommended the vinegar for sharpening 
the eyesight and for expelling tapeworm 
and other intestinal worms. When boiled 
he gave the drug as a diuretic, and the 
chewing of the drug was thought to be 
good for the teeth and gums. It was also 
given in affections of the spleen and stom- 
ach, and in inveterate cough accompanied 
with asthma. Later, Paulus A*ginata (690 
A. D.), the last of the Greek medical 
writers, dealt with the anthelmintic and 
other properties of the drug, which at that 
time had an established reputation as an 
expectorant and diuretic. 

In course of time, however, squill fell 
under suspicion among the leaders of med- 
icine, probably owing to the sickness and 
vomiting that 
Home (1719-1813), who was professor of 


follow its use. Francis 
materia medica in the University of Edin- 
burgh, was first to show that squill has 
an action on the heart. He observed the 
pulse to be remarkably slow after the ad- 
ministration of large doses of the drug, on 
About 


this time squill became recognized again 


one occasion the rate falling to 40. 


as a valuable drug, as it was found that in 
order to produce a diuretic action it was 
Cullen 
combination of 


not necessary to produce nausea. 
(1789) wrote that the 
squill with an opiate prevented the emetic 
and purgative action of the drug, and sug- 
gested that the diuretic action might be 
assisted by the addition of a mercurial 
preparation. It is interesting to note that 
squill was administered to the celebrated 
Dr. Samuel Johnson in one of his later 
illnesses, and the efficacy of the medicine 
may be judged from the following extract 
from the writings of Murphy, the editor 
of Johnson’s works: “The medicines pre- 
scribed were so efficacious that in a few 
days Johnson, while he was offering up 
his prayers, was suddenly obliged to rise, 
and in the course of the day discharged 20 
pints of water.” It should be added that 
in Johnson’s day the pint was equal to 
only 12 ounces. 
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In 1785 Withering introduced digitalis 
to the notice of the profession, and squill 
gradually lost the first place as a diuretic 
in cardiac Pereira (1850) 
came near the truth when he wrote: “Con- 


affections. 


sidered with reference to its diuretic effect, 


squill is comparable to digitalis. But it 
exceeds the latter in its stimulant influ- 


ence over the urinary organs.” It was not 
until 1879, when Merck isolated the glu- 
cosides contained in squill, that our knowl- 
edge of its pharmacology was placed on a 
scientific basis. Even yet the action of the 
drug on the heart is too often forgotten in 
writing prescriptions into which it enters. 
—Lancet, May 7, 1910. 


THE USE OF SOLID CARBON DIOXIDE. 

In the Lancet of May 7, 1910, Morton 
that the 
by this method of treatment are as fol- 
Most of the cases treated by him 


says results he has _ obtained 
lows: 
have been nevi, of which there were 167. 
As some of the patients had two or more 
to be treated, the total number of nevoid 
208: Capillary, 134; cav- 


growths was 


ernous, 51; capillary and cavernous 
(mixed), 9; stellate, 5; lymphatic, 4; port- 
wine marks, 5. 

Capillary Nevi—Of 212 


were completely cured by a single applica- 


these, cases 
tion lasting, as a rule, 40 seconds; 8 had 
two, 2 had three, and 2 had four applica- 
tions; 1 case, which was completely cured 
after three applications, was finished off by 
electrolysis. 

Cavernous Nevi.—As might be expected, 
the results attained in this class are not so 
brilliant ; but even here 33 cases were com- 
pletely cured by a single application; 8 had 
two, 3 had three, and 2 had four applica- 
tions; 5 cases were incompletely cured or 
not benefited, and done by electrolysis. 

In those cases in which the capillary and 
cavernous varieties were mixed carbon di- 
oxide was used for the most part, but in 
most of them there was a deeply seated 
cavernous part that was more suited to 
electrolysis. 

Port-wine Marks.—This 


still remains 
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the most difficult variety of nevus to deal 
with, and the writer states that while he 
cannot claim to have had results vastly bet- 
ter than can be obtained by other methods, 
such as radium, the results that can be 
had by the use of solid carbon dioxide are, 
in his opinion, as good as any other, and 
the method is free from most of the ob- 
jections that can be laid to the usual modes 
of treatment. 


has to be treated at least twice, and mostly 


Every portion of the mark 
three times. A single application appears 
to have little or no result so far as taking 
out the color is concerned. 

Lupus Vulgaris —Quite recently the au- 
thor has had seven cases of this disease to 
treat, and so far as the immediate results 
there is reason to 


are concerned every 


think that in carbon dioxide we have a 
means of dealing with this scourge in no 
uncertain way. In treating these he re- 
moves crusts as far as possible and makes 
very firm pressure for at least forty sec- 
onds; a very intense reaction follows, with 
necrosis Of the diseased area. The part 
must be treated with full antiseptic precau- 
tions, and even then the healing process 
take 


all the cases he has referred to complete 


will from two to three weeks. In 
healing has taken place, and so far as one 
can tell at this stage the result is a com- 
plete success. It is, of course, too soon to 
say if the cures will be permanent. 

Moles and Warts.—The application of 
carbon dioxide is so successful in these 
cases that it is almost safe to say that there 
should never be a failure. For pigmented 
and hairy moles the crayon should be 
trimmed to the shape of the growth and 
applied with firm pressure for from thirty 
to forty seconds. In the reaction that fol- 
lows the pigment is absorbed, and the hairs 
fall out. The author states he is not yet 
sure if this epilation has any permanence. 
In treating common warts he does not time 
the application, but holds the crayon in 
contact until a narrow around the 
base of the growth is white and frozen. 
This is essential. In a few days the wart 
is found to be raised out of its place, and 
easily falls off. 


zone 











ERGOT. 


The Journal of the American Medical 
Association of May 14, 1910, asserts that 
when there are passive congestions of the 
lungs or edema of the lungs, or when 
there is sudden acute congestion (not pneu- 
monia) in valvular disease of the heart, or 
in failing heart during pneumonia, ergot 
given intramuscularly is valuable usually, 
and even occasionally life-saving. Ergot 
by the mouth does not seem to have the 
ability to strengthen the circulation. The 
blood-pressure may be raised, in young 
people, from depression to a tension that 
may require nitroglycerin in considerable 
doses. On the other hand, as certified to 
by Livingston, ergot does not always raise 
the blood-pressure, and especially does not 
seem to in older individuals. A _ high, 
bounding pulse, due to cerebral irritation, 
as in delirium tremens, will many times 
become soft, from the quieting effect that 
ergot has on the brain. Frequently cere- 
bral edema or “wet brain” is strikingly 
improved and life often saved by the pro- 
per administration of ergot. 

It is not claimed that ergot will cure 
cerebrospinal meningitis, or that ergot can 
render the need of an antitoxin less, or 
that ergot can prevent the necessity of 
lumbar puncture, but ergot may postpone 
the necessity for lumbar puncture, and may 
aid a cerebrospinal patient to recover. 
Often ergot has been used in cerebral in- 
flammation due to the pneumococcus which 
is almost hopeless or when there is abscess 
of some portion of the brain, and the nega- 
tive results obtained have caused ergot not 
to be used in diseases of better prognosis. 

To repeat, ergot is of value in the men- 
ingitis of typhoid fever, pneumonia, rheu- 
matism, cerebrospinal fever, and la grippe. 
It is also of value in delirium tremens and 
in the cerebral excitation of a post-alco- 
holic debauch. Some kinds of congestive 
headaches are markedly helped by ergot. 

The dose of aseptic ergot is from 1 to 2 
Ce. (15 to 30 minims) given deeply into 
the deltoid muscle, in acute heart failure, 
once in three hours for two to three times, 
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By such ad- 
ministration apparently moribund patients 
with valvular disease have revived and 
lived, and are still alive, and this after all 
the ordinary cardiac and circulatory tonics 
had been administered without causing im- 


and then once in six hours. 


provement. In cardiac weakness it seems 
to be unwise to continue the administra- 
tion of ergot longer than through the 
emergency; other drugs then become more 
valuable—t.e., after the symptoms as 
above described are ameliorated the ergot 
should be stopped. In acute inflammation 
like cerebrospinal meningitis the ergot 
should be administered once in six hours 
or once in twelve hours, depending on the 
amount of cerebral congestion, the coma, 
and the condition of the circulation. 

The value of ergot after operation to pro- 
mote peristalsis when the intestines are 
apparently paralyzed is doubtful; some- 
times it is wonderfully successful in cor- 
recting this condition, and at other times 
it fails. It certainly can never do any 
harm, and should be tried. 





THE DISTRIBUTION OF BACTERIA IN 
BOTTLED MILK AND CERTAIN 
CONTROLLING FACTORS. 

In the Journal of Infectious Diseases of 
May 20, 1910, Torrey and RAHE reach 
the following conclusions as to this sub- 
ject: 

1. The upper two ounces of the cream 
of fresh bottled milk of fair. quality con- 
tain on the average 50 to 100 per cent 
more bacteria than an equal amount of the 
lower cream. In older and more grossly 
contaminated milk the lower cream may 
embody as many as or even more bacteria 
than the upper layers. 

2. By removing these two top ounces 
from a milk bottle and using the remain- 
ing top milk (eight ounces) for infant 
feeding, as Hess has suggested, there gen- 
erally results a reduction of from 30 to 50 
per cent in the bacterial count. 

3. The dominant controlling factor in 
the primary disposition of bacteria in a 
milk bottle is the upward “rafting” activ- 
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ity of the fat globules. A higher percent- 
age of bacteria is brought to the surface 
layers in a milk rich in cream than one 
poor in that substance. 

4. At ice-box temperature the rate of in- 
crease of bacteria in the cream and that in 
the skim milk are practically identical. As 
the temperature is elevated the rate of 
multiplication in the skim milk outstrips 
that of the cream until at 30° C. it may 
be many times as rapid. 

5. In certain samples of rather highly 
contaminated milk the abrupt change in 
the temperature of the environment from 
5° C. to 30° C. caused a striking bacte- 
riolysis in both the cream and the skim 
milk. This was probably an expression 
of bacterial antagonism. 

6. The sediment portion of the average 
bottle of fresh milk contains frequently 
fewer bacteria than any other region of 
the fluid. A marked excess of bacteria in 
the sediment indicates that the milk is old 
or that it has been kept in a warm place. 





THE INFLUENCE OF AGE AND TEM- 

PERATURE UPON THE POTENCY 

OF ANTIDIPHTHERIC SERUM 
AND ANTITOXIC GLOBULIN 
SOLUTION. 

On this important topic ANDERSON, so 
well known for his work on cognate sub- 
jects, writes in the Journal of Infectious 
Diseases of May 20, 1910. These are his 
conclusions: 

The average yearly loss in potency of 
diphtheria antitoxin at room temperature 
is about 20 per cent; at 15° C., about 10 
per cent; at 5° C., about 6 per cent; al- 
though in some instances these percentages 
may be much increased. 

As a result of this work there appears 
to be but little difference in the keeping 
qualities of untreated sera and sera con- 
centrated by the Gibson process. 

Diphtheria antitoxin to be placed upon 
the market and there kept under unknown 
conditions as regards temperature should 
not be labeled with a return date longer 
than two years, and should contain an ex- 
cess of at least 33 per cent to allow for 


decrease in potency; in addition, when the 
serum is sold in syringes with an absorb- 
able piston, an excess should be added for 
this loss. 

Dried diphtheria antitoxin kept in the 
dark, at 5° C., retains its potency practi- 
cally unimpaired for at least 5% years. 

The lack of confidence in the therapeu- 
tic properties of old sera is without basis, 
as such sera, unit for unit, are as potent 
as new sera. 

The protective value of diphtheria anti- 
toxin is in exact accord with its unit value, 
and is independent of the volume of the 
serum or other properties in the serum. 





ITCHING DISEASES OF THE SKIN AND 
THEIR TREATMENT. 

Buncu in the issue of the Lancet of 
May 7, 1910, states that before deciding 
on the treatment appropriate to any case 
it is necessary to determine whether it is 
one of primary or secondary pruritus. No 
case can be regarded as a true primary 
pruritus until all possible causes of ex- 
ternal irritation have been eliminated. If 
after very careful examination no such 
causes can be found, inquiries must be 
made as to hygienic principles and whether 
there is any evidence of diabetes, gout, or 
intestinal disease, as shown by investiga- 
tion of the urine and blood and general 
physical examination. Any circumstances 
which might predispose to, or determine 
the onset of, pruritus must be inquired 
into, and the patient’s diet and mode of 
life regulated accordingly. In almost 
every case alcohol, tea, and coffee must be 
forbidden, also rich and highly seasoned 
dishes. Some patients find relief from a 
vegetarian diet with plenty of milk, or, in 
default of this, they should live chiefly on 
poultry, green vegetables, and milk pud- 
dings, with plenty of slightly alkaline min- 
eral waters. Rest and absence of worry 
have a favorable effect on neurotic pa- 
tients, and it is often wonderful how much 
good a few weeks in bed will do. Some 
pruritics are benefited by a change to the 
country or the mountains, or to a spa like 
Royat or Aix-les-Bains. 
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Internal treatment should begin by giv- 
ing preparations of salicylic acid; salol, 
sodium salicylate, or salophen may be given 
alone or in combination with antipyrin 
or acetanilide or phenacetine. Carbolic 
acid in pill form is successful in some 
cases, arsenic and atropine may be tried, 
and pilocarpine (10 to 20 drops of a one- 
per-cent solution) occasionally gives good 
results. But greater success is usually ob- 
tained with sedatives, especially bromide 
of sodium in with cannabis 
indica, or tincture of aconite with tincture 
of gelsemium. In severe cases in 
which insomnia is a marked symptom hyp- 
necessary—sulphonal, trional, 


combination 
more 


notics are 
chloral hydrate, or medinal. 

External treatment must, however, al- 
ways be employed in addition to internal 
remedies, and one of the simplest and most 
effectual applications is an evaporating lo- 
tion. Equal quantities of eau de Cologne 
and water applied on lint, which is kept 
moist with the liquid, or lavender water 
often 


few minutes, 


especially if 


dabbed on every 


afford relief, 
ceded by hot applications. 
hot water, as hot as can be borne, with or 
without the addition of bicarbonate of 
soda, or a hot bath, or better still a vapor 
or Turkish bath, causes dilatation of the 
capillaries of the skin, and the subsequent 
these vessels caused by 


great pre- 


Sponging with 


constriction of 
cooling or evaporating lotions is not only 
more complete, but induces a more lasting 
cessation of the itching. The addition to 
a hot bath of oatmeal is usually beneficial ; 
or, still better, half a pound of gelatin 
made into a jelly with warm water and 
then added to the bath; or one pound of 
starch worked into a smooth paste with 
cold water and boiled, or half to one pound 
Creosote and sulphurated pot- 
ash are somewhat objectionable to sensitive 
Of cooling lotions the simplest 
drachms of liquor 


of linseed. 


patients. 
is one containing 2 
plumbi subacetatis to 1 ounce of lavender 
water and 7 One 
containing hydrocyanic acid, which is very 
successful, is the following: Dilute hydro- 
cyanic acid f3jss, spirit of rosemary £53}, 


ounces of distilled water. 
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glycerin f3ss, water make to f3x.  Car- 
bolic acid made up in the strength of £3) 
to {5x of water, with the addition of f3ss 
glycerin and f3ss eau de Cologne, gives a 
useful lotion, and, if necessary, to any of 
these lotions 3ij of cocaine may be added 
to give a greater antipruritic effect. 

The best way to apply these lotions is 
to soak a single layer of lint or linen with 
the lotion, lay it lightly on the itching sur- 
face with no covering over it, and sprinkle 
or spray on fresh lotion every five minutes 
so as to keep the lint thoroughly moist. 

Alkaline lotions, consisting of either 3ij 
bicarbonate of soda, 3ij carbonate of pot- 
ash, or 5j borax to f3viij water, are all 
useful for cases in which large areas of 
skin are involved, and the addition of a lit- 
tle menthol will increase the effect. Ich- 
thyol Sss, sodium bicarbonate 3jss, spirit 
of lavender f5ss, water make to f5viij, is 
a lotion which often gives relief and may 
be used for weeks without harmful effects. 

For general pruritus, ointments, sprays, 
paints, and varnishes are rarely suitable, 
but they all find their uses in the localized 
forms of pruritus to which the author 
here refers. 

In pruritus genitalium, and especially 
pruritus of the vulva, hygienic and dietetic 
rules adhered to. In the more 
usual cases of pruritus vulve, where there 


must be 


is a uterine or vaginal discharge, strict 
cleanliness must be enjoined with plentiful 
use of soap and water, and douches of 
1-in-5000 potassium permanganate or 1-in- 
5000 perchloride or 1-in-1000 zinc sulphate. 
After this a vaginal tampon must be in- 
serted and the external parts covered with 
Lassar’s paste containing one per cent sil- 
An ichthyol ointment or paste 
may be substituted, or an ointment con- 
taining 30 minims of chloroform to 2 
of lard, or the ordinary aconitine 
ointment. An ointment which often gives 
good results is the following: Chloral hy- 
drate, menthol, and camphor, aa gr. 45; 
The advantage 


ver nitrate. 


ounces 


lanolin and vaselin, aa 5ss. 
of using an ointment is that the parts 
are protected from the action of any dis- 
charge which, in spite of the tampon, 
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comes in contact with them. In the ex- 
perience of the author fluid solutions of 
menthol or carbolic acid usually cause in- 
tense smarting and soreness in these cases, 
and so do many spirit applications. The 
addition of cocaine in the strength of 5 
per cent is often advantageous, and may 
be combined with oil of cade or anthrasol 
in the form of an ointment. 

The more inveterate cases respond well 
to applications of a Paquelin cautery, to 
excision of kraurotic skin areas, or to 
turning up a flap of skin all round the 
vulva, and division of the affercnt nerve 
fibers. In cases of diabetes the patient 
must be strictly dieted, and if the urine 
cannot be always drawn off with a cath- 
eter, the vulva should be covered with 
some protective sedative dressing in the 
form of an ointment or soluble varnish. 
One of the best of these latter is unguen- 
tum casein with the addition of 2 per 
cent ichthyol or 1 per cent tar. Casein 
ointment is composed of alkali caseinate, 
glycerin, vaselin, and water, and forms a 
thick white emulsion which dries on the 
skin in a minute or two, forming an elastic, 
dry covering, which is readily washed off. 
On the one hand, it is porous enough to 
permit of evaporation; on the other, it 
contains fat which helps the added ich- 
thyol or tar to make its way deeply into 
the tissues. It is therefore more than a 
protective varnish, and holds a_ position 
intermediate between the ointments on the 
one hand and the pastes and powders on 
the other. Methylene blue given in pill 
form, one grain night and morning, with 
a paint of methylene blue, four grains to 
the ounce, applied at frequent intervals, 
has the objection that it stains the urine 
blue, but if this secretion does not contain 
sugar the treatment is often successful. 

Pruritus of the anus is usually accom- 
panied by some secondary eczema with the 
formation of rhagades and thickening of 
the skin. This thickening must first be 
got rid of either by 3- to 5-per-cent sal- 


icylic ointments and plasters, or by daily 
applications of diachylon ointment. When 
the induration has diminished, the rhagades 
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and excoriations have healed, and any 
hemorrhoids present have been removed, 
an ointment of liquor carbonis detergens 5ss 
to ung. conii 5j will relieve the itching. 
Or creosote f5ss, tinct. aconiti min. x, adipis 
5}; or tinct. aconiti min. iij, zinci oxidi 
oss, calomel 5ss, ol. rosmarin. min. x, 
vaselin. alb. 5j.. These ointments are best 
used at night, bathed off in the morning 
with some olive oil, and the following pow- 
der applied: Chloral hydrate, camphor, aa 
gr. 40; starch, 35j. A 20-per-cent solution 
of ichthyol painted on frequently gives re- 
lief, and the author prescribes with suc- 
cess this paint: Ol. cadini, 5j ; aqua colon- 
iensis, f3ss; aq. dest., 5j; tinct. quillaia, 
q. s. ut fiat emuls. Equal quantities of 
lime-water and black wash make an ex- 
cellent application, or chloroform f3j to 
sweet almond oil £35j, followed by a zinc 
oxide and calamine powder. Small ene- 
mata of half a drachm of medinal to an 
ounce of water, or 5-per-cent ichthyol in 
very hot water, may be alternated with 
suppositories of cocaine, morphine, or med- 
inal, taking care that there is a regular 
action of the bowels at least once a day. 
Speaking of suppositories, the author 
states he does not wish to be taken as rec- 
ommending morphine and cocaine suppos- 
itories to be taken regularly over long pe- 
riods of time—indeed, he discontinues their 
use in any particular case as soon as pos- 
sible; but as a temporary measure they 
are, he believes, of the greatest service. 
It must be remembered that many patients 
scratch quite unconsciously during their 
sleep until the cutaneous nerves have been 
numbed by the vasomotor dilatation and 
exudation; and this in spite of any dress- 
ings which may be applied unless they are 
fixed very tightly in position. Such scratch- 
ing may undo the whole benefit of the 
treatment employed during the day, and 
leave an excoriated and inflamed surface 
which takes some time to heal up. The 
dry skin of the aged is especially suscep- 
tible to such ill treatment, and these pa- 
tients also sleep less soundly than the 


young and robust. In such cases the au- 
thor does not hesitate to give morphine or 
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other suppositories, at any rate when they 
first come under treatment, with the great- 
est benefit to the patient. 

In the most obstinate cases a rapid ap- 
plication of the actual cautery to the most 
irritative areas often causes great amelior- 
ation of the symptoms. Application of 
the high-frequency current with a glass 
electrode is occasionally successful, and 
cases frequently react well to two or three 
half-pastille doses of #-rays at intervals 
of a week. The action of #-rays on pru- 
ritus is not easy to explain, but the author 
asserts he has seen cases which resisted 
all other treatment cured, at least for a 
time, by this means. 

A more permanent cure, and one to be 
recommended in those intense cases when 
life has become a misery, is that of sur- 
gical operation. Such operations all aim 
at division of the cutaneous afferent nerves, 
and if this is done the area supplied is, of 
course, rendered temporarily anesthetic. 
Sensation recurs in from three weeks to a 
month, but the pruritus does not return for 
years, if at all, in that area. In Ball’s 
operation incisions are made on either side 
of the anus and flaps are turned up, leav- 
ing a small pedicle of skin which is under- 
cut, as also is the skin, in an outward 
direction. The flaps are separated up to 
the white line, but the hemorrhoidal ves- 
sels are only slightly interfered with, so 
that there is no sloughing. The results of 
this operation are excellent, and for really 
serious cases it may be strongly recom- 
mended. 





SPASTIC CONSTIPATION AND ITS 
TREATMENT. 

THESEN (Tidskrift for den Norske 
Laegeforening, Dec. 15, 1909), in a lec- 
ture on spastic constipation, points out 
that, as a rule, this is but one of the 
symptoms of neurasthenia, but at the same 
time there are who 
suffer from other kinds of constipation. 
According to the author, the most charac- 
teristic physical sign of this affection is 
found on exploration of the rectum. In- 
stead of finding a cavity filled with feces, as 


many neurasthenics 
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is common in other forms of constipation, 
the rectum fits closely round the examin- 
ing finger, almost like the finger of a glove. 
Sometimes there is even difficulty in insert- 
ing it. Feces are seldom found. There 
is no pain or tenderness about the anus, 
and the surroundings of the rectum are, as 
a rule, healthy. On insertion of the rec- 
toscope, which is sometimes difficult, one 
occasionally finds the veins of the mucous 
membrane abnormally large. Patients with 
this affection very often also suffer from 
hyperchlorhydria and spasms of the py- 
lorus. If such a patient should go for a 
week or longer without any action of the 
bowels, the condition described by Leube 
as “ileus spasticus” is apt to occur, which 
is important to remember, as such patients 
have sometimes been subjected to unnec- 
essary operations. 

The treatment of spastic constipation is, 
according to the author, very successful, 
if individualized and the general neuras- 
thenic condition taken into account. For 
instance, one patient, a professional mu- 
sician, was cured by. being forbidden all 
music and sent to the hills on a skeeing 
tour. Another, an overworked official, 
was told to keep away from his office for 
a few weeks and spend the day at his 
piano, when his nervous system recovered 
its stability and his constipation was cured. 
Sport and gymnastics, if not overdone, are 
useful in this as in other nervous com- 
plaints, but abdominal massage, as a rule, 
makes the patient worse. Senger, of Vi- 
enna, who is of the opinion that the spasms 
are restricted to the lower part of the 
rectum, uses an apparatus for dilating it 
forcibly, but the author has not been suc- 
cessful with his method. The author ad- 
vocates a diet rich in fats, but materials 
mechanically irritating must be avoided. 
Sour milk to which fresh cream has been 
added is useful. To patients suffering 
from hyperchlorhydria he orders, during 
the cooler months, olive oil in doses of 3 
to 6 tablespoonfuls daily. Ordinary water 
enemas are, as a rule, useless, but Fleiner, 
who first described and named this disor- 
der, uses enemas of olive oil, and these 
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the author has found very useful if given 
in the following manner: After the pa- 
tient has gone to bed and assumed the 
horizontal position, a soft rectal sound is 
inserted and attached to an irrigator con- 
taining 2 to 4 deciliters of olive oil at a 
temperature of 40° C., and the oil is al- 
lowed to flow in freely. The patient is 
instructed to keep the oil in until the fol- 
lowing morning, which as a rule is easy. 
Such an enema usually produces a copious 
evacuation. Most of the ordinary purga- 
tives are, of course, contraindicated in this 
affection, but salines may be used if nec- 
essary, as they act less by increasing the 
tonicity than by preventing absorption of 
water by the bowel. Patients with hyper- 
chlorhydria are benefited by magnesia pow- 
ders after meals. Belladonna has been 
lauded as a specific in this affection, but it 
often fails, probably because it must be 
given in doses too small to have the de- 
sired effect on the bowel. It is either 
given as the extract, usefully combined 
with magnesia, Or as a suppository, as 
strong as possible. The author uses 3 cg. 
of the extract in each suppository three 
times a day.—British Medical Journal, June 
11, 1910. 





PITUITARY EXTRACT AND SOME OF 
ITS EFFECTS. 

WILLIAMs, in the Clinical Journal of 
May 18, 1910, reminds us that pulmonary 
tuberculosis is of all others the disease in 
which a low blood-pressure is a marked 
and prominent symptom. It attends, and 
goes far to explain, the languor and debil- 
ity, the quick pulse, the restlessness, and 
the insomnia. The use of pituitary ex- 
tract in phthisis is attended with the ef- 
fects which these considerations would 
suggest. It does not, unfortunately, exer- 
cise any influence upon the course of the 
disease, but it does give rise to very con- 
siderable subjective improvement. It in- 
creases the physical energy, restores the 
appetite, calms the restlessness, and pro- 
motes sleep, at the same time and in the 
same degree as it raises the blood-pressure 
and reduces the pulse-rate. For these it 
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cannot perhaps be claimed that they are 
great therapeutic triumphs, but they are 
undoubtedly effects which in a chronic and 
distressing disease a clinician is very glad 
to be able to command, which through the 
medium of pituitary extract he will in 
future be able to do. 

The runaway heart of the postinfluenzal 
and other toxic states is always a source 
of great anxiety to the medical adviser. It 
is often associated with a pulmonary con- 
dition which does not conform to the ordi- 
nary types either of pneumonia or bron- 
chitis, a condition which in the absence 
of the runaway heart might seem unim- 
portant enough. When, however, the two 
are combined they produce a state of mat- 
ters in which the prognosis is, to say the 
least, anxious. To the experienced eye the 
picture is characteristic; the flushed face, 
with its bright, searching, almost critical 
eye, the rapid but not distressful breathing, 
and the mental condition which is best 
described as one of abnormal eagerness. 
The answer is rapped out, clearly and 
concisely, almost before the last syllable of 
the question is uttered. The pulse is rapid, 
often reaching 130, and the blood-pressure 
low, not seldom 100 mm. Hg. In a con- 
dition of this kind, and in lesser degrees 
of post-toxic cardiac debility, pituitary ex- 
tract is more serviceable than any drug, 
the author asserts, with which he is ac- 
quainted. It seems to restore tone to the 
cardiovascular system in a way that noth- 
ing else does, and inasmuch as at the 
same time it induces sleep it is doubly val- 
uable. It is certainly much more effica- 
cious than digitalis, strophanthus, strych- 
nine, and the other classical cardiac tonics. 
Curiously enough, however, it cannot be re- 
garded in any degree as a competitor with 
these others in cases of true organic dis- 
ease of the heart. Where the myocardium 
and the tunica media are poisoned, pitui- 
tary extract is invaluable; where the myo- 
cardium is exhausted in its efforts to com- 
pensate for a valvular defect, the remedy 
is practically inert. There are experimen- 
tal facts which strongly suggest that the 
pituitary secretion is an antiseptic, and cer- 
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tainly its rather curious behavior in the 
matter of myocardial troubles is difficult 
to explain on any other hypothesis. 

But the power of the pituitary to cause 
contraction of the unstriped muscular tis- 
sue in the cardiovascular system finds its 
most useful therapeutic application in a 
condition of which nowadays we see very 
little, namely, surgical shock. This is the 
condition in which, owing to medullary 
exhaustion, the peripheral vessels become 
so widely dilated that the heart is unable 
to maintain the circulation. A _ distin- 
guished American surgeon, Crile, invented 
an ingenious device in which he encased his 
collapsed patient, and by distending it with 
atmospheric air he subjected the whole 
surface of the body to considerable pres- 
sure, to the end that the peripheral vessels 
might be sufficiently supported to permit 
of the central organ maintaining the cir- 
culation. The device was, the writer un- 
derstands, very effective, but it had the 
obvious demerits of being cumbersome and 
uncomfortable. Now, one of the advan- 
tages of pituitary extract is that it acts as 
a convenient substance for this device, for 
it will contract the vessels and keep them 
contracted for a period of about twelve 
hours. 

The author says, in passing, that the 
common practice of giving strychnine in 
surgical shock is very much to be depre- 
cated. Strychnine acts by stimulating the 
medulla, and the essential factor in shock 
is medullary exhaustion. To stimulate the 
already overtaxed organ is to court the 
very disaster which we desire above all 
things to avert. [With this last view we 
beg leave to disagree.—Eb. ] 





THE TREATMENT OF CHOLERA BY 
CONTINUOUS INTRAVENOUS 
SALINE TRANSFUSION. 

THOMSON in the China Medical Mission- 
ary Journal for May, 1910, says that he 
feels satisfied that the continuous intrave- 
nous method is not only the best course to 
adopt to relieve or save a patient in the 
first acute collapse phase of the disease, but 


THE THERAPEUTIC GAZETTE. 








that it is also the method par excellence 
which does most to insure freedom from 
the post-choleraic complications so usual 
and so fatal in cases which get through the 
collapse after the employment of other 
methods, and this favorable effect is, he 
thinks, due to the free elimination of toxins 
resulting from its use. 

Regarding the time to commence trans- 
fusion the writer thinks it is better if pos- 
sible to anticipate collapse and to start 
transfusion as soon as the case comes under 
treatment; our motto should be to dilute 
and eliminate the toxins as soon as possible 
and so save the tissues from the baneful 
effects of their concentrated action. If the 
case is overpurging and threatening the sec- 
ond danger of excessive drainage, give a 
hypodermic of morphine, but in the absence 
of sufficient purgation give a hypodermic 
of adrenalin, atropine, and strychnine, wash 
out the bowel, and if the patient is likely 
to retain it, a dose of calomel by the mouth, 
but it is better not to annoy the patient with 
repeated doses of calomel if the first causes 
vomiting, as the transfusion will quickly 
start elimination, and that without exhaust- 
ing the patient’s strength. 

To sum up the remainder of the treat- 
ment, continue transfusion until the fea- 
tures are distinctly puffy, unless signs of 
cardiac distress become manifest or the pa- 
tient complains of feeling giddy; then keep 
a close watch over the patient both day 
and night for about a week, or until you 
feel satisfied that no further trouble is 
likely to arise. Do not give food in any 
form for at least four days, but as much 
water or weak tea, without sugar and milk, 
as the patient likes may be allowed. 

The withholding of food for four days 
is a most important part of the treatment ; 
during that time cholera bacilli are still 
present in the bowel, and the patient has 
not yet developed his full power of im- 
munity. If therefore pabulum is supplied 
to the bacilli in the form of food there re- 
sults an increased growth and a propor- 
tionate development of toxins, which will 
frequently cause a relapse to the original 
condition; the patient can exist quite well 





























for many days without food, and we should 
be very careful to avoid giving anything 
which would be likely to resuscitate the 
enemy he has so nearly vanquished. 





TRANSFUSION OF BLOOD. 


HEMPELMANN (Interstate Medical Jour- 
nal, May, 1910) after a brief review of this 
subject and some records of cases regards 
the following conclusions as warranted: 

Direct transfusion is indicated in post- 
operative hemorrhage, hemorrhage of ty- 
phoid fever, gastric ulcer, purpura, hemo- 
philia, hemorrhagic disease of the newly 
born, illuminating gas poisoning, and possi- 
bly in pernicious anemia. It has been 
found useless in cancer, Hodgkin’s disease, 
uremia, leukemia, and in infectious dis- 
eases. 





APPENDIX DYSPEPSIA. 


Myer (Interstate Medical Journal, May, 
1910) gives a review of four papers which 
have recently appeared on this subject by 
Paterson, Moynihan, Graham, and Guthrie 
and Fenwick. 

Paterson has observed 24 cases in which 
the appendix was the whole and sole source 
of the trouble. His attention was first di- 
rected to the appendix by operating for 
gastric ulcers which did not exist. The 
symptoms which he has noted have been 
epigastric pain, after 
food, and sour eructations. The epigastric 
pain radiates downward, and this is re- 


severe discomfort 


garded by him as very characteristic of the 
appendix. In five cases hemorrhage has 
been noted on one or more occasions, and 
in one case the vomiting of 50 ounces of 
blood. In 16 cases the history extended 
Over a period of six years or more. Ten- 
derness over the appendix was noted in 
only one-third of the cases. Paterson 
thinks that the symptoms are probably due 
to intestinal stasis. This increases the gas- 
tric secretion in the early stages and thus 
causes the pylorospasm. The stomach 


analyses gave a marked hyperchlorhydria in 
two cases, while nine cases showed the find- 
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ings of a chronic gastritis. In five cases he 
was able to obtain from 30 to 40 Cc. of gas- 
tric secretion ten hours after a lavage fol- 
lowing a half-pint of milk. In 15 cases the 
diagnosis of ulcer was made, and the ap- 
pendix recognized as the offending organ 
only after a negative stomach exploration, 
while in the last eight cases a correct diag- 
nosis was made in seven. The results of 
appendectomy were good. Seventeen cases 
were cured and three were improved. 

Moynihan has made similar observations 
in a number of cases. He, too, has been 
impressed by the marked similarity of 
symptoms in gastric ulcer and in the ap- 
pendix lesion. He gives the history of a 
number of cases in which a diagnosis of 
ulcer seemed justified, and only after ex- 
ploration was the true condition recognized. 
Moynihan lays special emphasis on the 
pylorospasm, and whenever it is observed 
he urges an appendix exploration. The 
mimicry of gastiic ulcer symptoms in these 
cases is, according to him, due to an exag- 
gerated action of the pylorus. He insists 
on further observation to determine the 
frequency with which mucous erosions of 
the stomach are dependent on primary le- 
sions of the appendix. In one case the 
stomach was opened on account of hemor- 
rhage and a general weeping of blood from 
the mucous membrane observed, but no ul- 
cers existed. This patient was completely 
relieved by appendectomy. The symptom- 
complex which he has observed agrees in 
almost every detail with those noted by 
Paterson. 

Graham and Guthrie of the Mayo clinic 
have reviewed some 200 cases and have 
compared the histories with those of ulcers 
and gall-bladder lesions, in an attempt to 
develop, if possible, a definite group of 
symptoms. From 115 cases operated over 
one year ago, results have been entirely 
satisfactory. They were possibly the first 
to observe that gastroenterostomy did not 
cure cases of medical ulcers, but that these 
cases were cured of their chronic dyspepsia 
if after an acute attack of appendicitis the 
appendix was removed. It was also ob- 
served that these cases not infrequently had 
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acute attacks of appendicitis, indicating 
that the chronic lesions existed at the time 
of the first operations. They have observed 
a neurotic element in a large percentage of 
their cases of chronic appendicitis. The 
pain in these cases is generally the prevail- 
ing symptom. It is not so prolonged as in 
ulcer or gall-stones. The location of the 
pain may be very misleading, as epigastric 
pain is not infrequently present. A tender 
spot, however, is generally found at Mc- 
Burney’s point, by a careful physical ex- 
amination. Food does not give relief as in 
duodenal ulcer. The history will show in 
almost all cases attacks of severe abdominal 
pain, with diarrhea in childhood. Vomiting 
has generally been present at some time. 

Fenwick has studied the relation between 
latent diseases of the appendix and gastric 
hypersecretion. Hypersecretion is always 
due to an organic lesion, and in 12 per cent 
of the cases the appendix is the offender. 
When hypersecretion is present, regardless 
of its cause, it always excites severe in- 
flammation of the stomach, and this may 
be followed by ulcers of the stomach or 
duodenum. These ulcerations are usually 
superficial and cannot always be demon- 
strated even when the stomach mucosa is 
inspected. This would account for the 
hemorrhage in the appendix lesions, and 
also for the prominence of gastric symp- 
toms. 





END RESULTS FOLLOWING OPERA- 
ATION FOR PROSTATIC OB- 
STRUCTION. 

CuHETwoop (Medical Record, April 23, 
1910) on the basis of one hundred cases of 
prostatectomy observes that on the whole 
but few operations in surgery can show 
better progress in the last decade than can 
that of prostatectomy when its limitations 
and its results are fairly regarded. If cau- 
tion is called for it is to discourage too 
much operative fervor in favor of any one 
method to the extent of overlooking differ- 
ent types of procedures and the favorable 
results obtained by other methods, and to 
condemn undue haste in disturbing the 
peaceful lot of some aged persons whose 
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conditions are too satisfactory to warrant 
the risk of surgical infection. Exclusive 
of the tuberculous cases, 85 per cent have 
been cured or much improved, and 15 per 
cent partially improved. This refers to the 
dysuria, disappearance of residual urine, 
the elongation of the urinary intervals, and 
the facility or greater ease of urination. 
Swollen testicles have occurred in about 10 
per cent of the cases, and this almost in- 
variably in patients who gave a history of 
one Or more previous attacks of the same 
trouble. Incontinence occurred in about 
16 per cent; it amounted to a slight drib- 
bling in about 5 per cent, and to a more or 
less constant flow in about 5 per cent. 
These figures are in regard to a galvano- 
cautery operation which Chetwood prefers 
for certain types of prostatic obstruction, 
namely, stenosis of the vesical orifice as 
a result of old chronic inflammation of the 
urethra and bladder, and kindred types of 
concentric prostatic obstruction of the col- 
lar or bar variety, which cannot be enu- 
cleated with the same degree of facility as 
a lobular enlargement of the gland anterior 
to the bladder neck, or an intravesical 
growth. 

As to perineal prostatectomy, the end 
results have been relatively satisfactory. 
The functionating power of the bladder is 
usually restored, though inflammation may 
remain for an indefinite period and with 
permanent contracture of the bladder cause 
an undue frequency of urination, and some- 
times a continuation of dysuria, which, 
however, is more or less controlled by 
bladder lavage and after-treatment. In- 
continence of urine has occurred as a mild 
dribbling in about 4 per cent of the cases. 
There has been no instance of postoperative 
calculi in any of these cases. Swollen tes- 
ticle occurs in about 10 per cent of the 
cases, and usually when there has been a 
previous history of such complication. The 
same statement is true in regard to supra- 
pubic prostatectomy. In several cases with 
such history, when the precaution was 
taken to do previously or simultaneously a 
double vasectomy, no complicating orchitis 
followed the prostatic operation. 












































There have been no cases of urinary in- 


continence after suprapubic operation save 


where this procedure followed a previous 
perineal prostatectomy. Nor did any case 
of stone in the bladder follow. End re- 
sults have been generally satisfactory. 
Chetwood states that he has seen in the 
past year fully half a dozen cases of in- 
continence of urine, operated upon, all of 
them, by perineal prostatectomy ; two cases 
of stone in the bladder, one after a supra- 
pubic and the other after a perineal pros- 
tatectomy; a case of perineal prostatec- 
tomy that combined all of the complications 
of swollen testicle, incontinence of urine, 
perineal fistula, and stone in the bladder; 
a case of rectovesical fistula following per- 
ineal operation; a patient operated on by 
the perineal route from whom both lateral 
lobes had been removed, and who still had 
complete retention of urine, requiring the 
removal, suprapubically, of a large middle 
lobe the size of a walnut. These cases rep- 
resented end results of operations per- 
formed by other surgeons. 


HEMOLYSIS AS A MEANS OF DIAGNO- 
SIS OF CARCINOMA. 

Kripa. (Albany Medical Annals, May, 
1910) briefly reviews the literature bearing 
on the subject of the diagnostic value of the 
hemolytic action of cancer sera when 
brought in contact with normal red blood 
cells. The test was positive in 67 per cent 
of some 1812 observations, whilst 507 ob- 
servations made in a variety of diseases 
gave 15 per cent of positive reactions; 509 
observations made in normal individuals 
gave a percentage of 2.6 per cent positive 
reactions. The testing process is somewhat 
elaborate and requires for its proper per- 
formance one thoroughly trained in labor- 
atory methods. 

Krida calls attention to the publication of 
Elsberg, Neuhof, and Geist. Herein is giv- 
en an ingenious method for the determina- 
tion of the hemolytic reaction in vivo, and 
they report their results in 684 tests. The 
basis of the skin reaction for carcinoma is 
ithe subcutaneous injection into the forearm 
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of about five minims of a 20-per-cent sus- 
pension in physiological salt solution of red 
blood cells obtained from a normal, healthy 
individual. If the patient’s serum is hem- 
alytic for normal cells, an oval area of dis- 
coloration of about 5 centimeters will 
appear at the site of injection in from five 
to eight hours. The discoloration is de- 
scribed as “brownish-red to a maroon, with 
rarely a bluish tinge. The lesion is dis- 
tinctly raised from the surrounding sur- 
face.” The discoloration persists from one 
to three hours, and usually begins to fade 
at the end of eight hours, leaving a greenish 
ecchymosis at about the end of twelve 
hours. The element of time here is vari- 
able, however. If the patient is in a hos- 
pital, he should be observed about once an 
hour, beginning about five hours after the 
injection, and making three or four obser- 
vations. If the patient be at home, he 
may be conveniently seen about six hours 
after the injection. If the observation then 
made be inconclusive, he may be instructed 
to notify the physician should a reaction 
appear within three or four hours. 

The blood required should of course be 
obtained under aseptic precautions, and 
from “an individual who is not ill, has not 
lately been ill, free from syphilis or tuber- 
culosis, and who has not recently had an 
anesthetic.” These factors seem to inter- 
fere with the reaction. 

The quantity of blood necessary varies of 
course with the number of reactions to be 
carried out. For ten or a dozen reactions 
2 to 3 Cc. is obtained as described previ- 
ously. Sufficient blood for two or three 
tests may be obtained by simply puncturing 
the finger and allowing a dozen drops to 
flow into a centrifuge tube half full of salt- 
citrate solution. This is immediately cen- 
trifuged, washed three times, and made 
into a 20-per-cent suspension in physiolog- 
ical salt solution. The suspension is placed 
at 0° C. for twenty-four to forty-eight 
hours, and is then ready for use. A con- 
venient method of keeping this suspension 
until ready for use is to draw up a suffi- 
cient quantity for individual test into pi- 
pettes and seal the ends. The suspension 
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does not keep longer than five days, and 
one should see that no hemolysis has oc- 
curred previous to using it for injection. 

Elsberg, Neuhoff, and Geist note as the 
result of this test that of 69 cases of car- 
cinoma, in 62, or 89.9 per cent, the re- 
action was positive, and was probable and 
doubtful in about 3 per cent. In 325 cases 
in which there no carcinoma the 
reaction was positive in 4.6 per cent and 
doubtful in 1 per cent. In 9 cases of pos- 
sible carcinoma the reaction was positive 
in 7, or 77.8 per cent. In 11 cases of ad- 
vanced or miliary carcinoma the reaction 
was negative in all. Krida notes that his 
own experience showed a positive reaction 
in 9 of 12 cases of carcinoma. In 4 cases 
of carcinoma operated on without clinical 
recurrence the reaction was uniformly neg- 
ative. Of 23 cases of a variety of diseases, 
one, or 4 per cent, presented a positive 
reaction. ‘Krida concludes his article by 
the statement that the hemolytic reaction 
occurs in so great a percentage of carci- 
noma cases and in so small a percentage of 
normal individuals and patients with other 
diseases, which conditions can usually be 
differentiated, as to make it of material 
diagnostic assistance in doubtful cases, es- 
pecially in carcinoma of the gastrointestinal 
tract. As it is so simple of application, 
it should be performed in all suspected car- 
cinoma cases. 

The “in vivo” or “skin reaction,” because 
of its better scientific basis, and because it 
is technically less difficult and time-consum- 
ing, is the clinical method of choice. 


was 





SOME PRACTICAL POINTS IN THE 
SURGERY OF THE TONSILS. 

MityticaAN (Medical Chronicle, May, 
1910) considers the tonsils of even greater 
clinical importance than the appendix ver- 
miformis, and regards their morbid affec- 
tions as responsible for more suffering and 
for a greater number of deaths than are 
to be attributed to appendicitis. It is point- 
ed out that the tonsillar crypts run right 
through the whole substance of the tonsil, 
their blind extremities resting upon the 
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fibrous capsule which separates the tonsil 
from the superior constrictor muscle of the 
pharynx. The supratonsillar fossa, it is 
stated, may extend its narrow passage up- 
ward under cover of the soft palate for a 
distance of from 1 to 2 centimeters, or 
downward between the tonsil and the su- 
perior constrictor of the pharynx almost 
as far as the angle of the jaw. 

The fossa is of great clinical importance 
not only from the fact that a varying num- 
ber of crypts open into it, but also be- 
cause it is a favorite site for septic inflam- 
mation and for the lodgment of foreign 
bodies. As the result of a developmental 
anomaly the fossa may become more or 
less completely covered by the plica supra- 
tonsillaris. The tonsils and Waldeyer’s 
adenoid ring are portals of systemic infec- 
tion. The existence of primary and latent 
tuberculosis of the tonsils and the tubercu- 
lous nature of enlarged cervical glands into 
which the lymph stream from the tonsillar 
ring is directly poured is well proven. In- 
deed, primary tuberculosis of the tonsil 
must be much more common than is usual- 
ly supposed. Many enlarged and fibrous 
tonsils are a safeguard rather than a men- 
ace to the individual on account of the 
difficulties pathogenic organisms have in 
penetrating the dense masses of fibrous 
tissue so commonly met with in hypertro- 
phied tonsils. The dangerous tonsils are 
the submerged and those in which the epi- 
thelial lining of the crypt has been weak- 
ened by recurrent attacks of lacunar ton- 
sillitis. 

Ingals states that in 13.30 per cent of 
cases of acute articular rheumatism this 
affection and tonsillitis have an identical 
cause, similar organisms having been found 
in both diseases. 

Acute lacunar tonsillitis is of importance 
on account of its so frequently being the 
forerunner of chronic lacunar tonsillitis, in 
which disease pathological changes in the 
epithelial lining of the crypts assume great 
importance. Imprisoned microdrganisms 
by means of the toxins which they secrete 
gradually kill the cryptic epithelium. This 
permits of the passage of bacteria into the 

















lymph and blood stream. In chronic lacu- 
nar tonsillitis the caseous material which 
fills the crypts and at times forms a pseu- 
domembrane upon the surface of the tonsil 
swarms with microOrganisms. In chronic 
lacunar tonsillitis the depth of the crypts 
and their ramifications are such that the 
only successful treatment lies in complete 
enucleation of the diseased gland. Hyper- 
trophied tonsils seldom have healthy lacu- 
nz. The cryptic epithelium is in parts shed 
and in other parts devitalized by the toxins 
of retained organisms. The interstitial hy- 
perplasia that results is the outcome of 
bacteria! irritation. The unstable condi- 
tion of all lymphoid tissue is especially 
manifest in childhood and early adult life. 
What should govern the question of the 
surgical treatment of enlarged tonsils is 
the condition of the cryptic epithelium, the 
tendency to recurrence of attacks of lacu- 
nar tonsillitis, and the presence of evidence 
of systemic or glandular infection. 

Tonsillotomy is an unsurgical procedure. 
It is obviously of no use to slice off with 
a guillotine or knife that portion of the 
faucial tonsil which projects beyond the 
faucial pillars and leave from one-third to 
one-half of the tonsillar tissue with its 
diseased crypts as an embedded mass. Ton- 
sillectomy is a curative and surgical meas- 
ure. It consists in the complete shelling 
out of the tonsil after the incision of its 
capsule. The tonsil is enucleated by the 
finger, or with various specially construct- 
ed knives, assisted by the finger, scissors, 
or guillotine, the choice of method being 
determined by the size, shape, and position 
of the tonsil. 

When the tonsil is enucleated by the fin- 
ger, the patient is first placed under an 
anesthetic and a Doyen’s or some such sim- 
ilar gag inserted between the teeth. The 
index or index and middle fingers of the 
right hand are introduced into the mouth 
and their palmar surfaces applied to the 
right anterior faucial pillar and moved up- 
ward and downward until the tonsil is felt 
to be partially lifted from its bed. The 
same upward and downward movement of 
the finger is then used to free it from the 
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posterior pillar. The tonsil, now partially 
freed, is then pulled forward and inward 
into the mouth, and gradually stripped from 
the pharyngeal wall. When dislocated as 
it were from its natural bed it is still held 
by a band of firm connective tissue at- 
tached to its lower pole. This band may 
be torn through or divided with scissors, 
or the tonsil now hanging may be slipped 
through the ring of a guillotine, which 
when closed severs it from its attachments. 

The larger the tonsil the easier the oper- 
ation. Hemorrhage is seldom troublesome 
as the vessels are torn rather than cut, and 
are consequently able to retract readily. 

By West’s operation the tonsils are first 
cleansed, and if the tonsillar crypts con- 
tain much cheesy matter they are emptied 
by a syringe. The tonsil is then swabbed 
with a weak cocaine solution and rendered 
anesthetic by means of infiltration anesthe- 
Sia. 

The tonsil is grasped and pulled forward 
with a suitable pair of forceps and com- 
pletely separated from the posterior pillar 
with an L-shaped knife. Still drawing the 
tonsil forward and toward the middle line, 
an incision is made with a straight knife 
beginning below the tonsil posteriorly, 
where the first incision ends, and cutting 
round it until the first incision is met again 
at its upper extremity. The tonsil is then 
pulled toward the center of the mouth, and 
its separation from the underlying bed of 
connective tissue effected by working from 
above downward with the knife between 
its capsule and the superior constrictor of 
the pharynx. Should hemorrhage prove 
troublesome the dissection may be contin- 
ued by entering the knife into the incision 
below the tonsil and cutting from below 
upward. 

Waugh advises that the patient be placed 
upon the table in the recumbent position, 
with a sand-bag between his shoulders and 
with the head slightly extended. A silk 
thread is passed through the tongue for 
traction purposes and a gag introduced 
between the last molar teeth. The tonsil 
is seized with a Hartmann’s conchotome 
and drawn toward the middle line. An 
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incision is made immediately external to 
the internal margin of the anterior faucial 
pillar where it blends with the surface of 
the tonsil, extending throughout its whole 
length. This incision displays the capsule 
of the tonsil, which appears as a bluish- 
white surface. The conchotome is then 
readjusted so as to get a still firmer hold 
of the tonsil, and the anterior pillar is 
drawn out by a pair of fine-toothed for- 
ceps. The tonsil is then separated from 
its bed partly by traction and partly by 
separating the loose cellular tissue which 
intervenes between the bed of the tonsil 
and the pharyngeal wall, by means of for- 
-ceps or blunt-pointed curved scissors. 
Milligan for the purpose of defining and 
incising the capsule uses a right-angled 
vhook-shaped knife, which he inserts under 
-cover of the anterior pillar and sweeps it 
upward and downward the whole length of 
the tonsillar isthmus. This procedure is 
repeated along the limits of the posterior 
faucial pillar, so that the enveloping cap- 
sule is completely divided. In children and 
young adults, in whom the base of the gland 
is loosely attached to the underlying cel- 
lular tissue, he uses a guillotine; in adults 
-either his finger, a straight knife, or curved 
scissors, and he judges of the success of 
the enucleation by seeing the shining fibrous 
tissue upon the base of the excised organ. 
Arterial bleeding when severe comes from 
either the tonsillar artery or a branch of 
the descending palatine. It is hardly con- 
ceivable that the internal carotid artery can 
be wounded unless it runs an aberrant 
course. It is separated from the tonsil by 
the superior constrictor of the pharynx, 
the styloglossus and the stylopharyngeus 
muscles, and moreover lies posteriorly to 
the tonsil and nearer to the vertebral col- 
umn. In severe cases the spurting artery 
should be sought for, caught if possible, 
and tied, or if that he impossible clamped, 
and the forceps allowed to remain im situ 
for twelve hours. Or the isthmus may be 
packed with gauze soaked in adrenalin so- 
lution, and the anterior and posterior fau- 
-cial pillars sewn together. Following the 
operation in children it is advisable to paint 
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the exposed surfaces with glycerin of car- 
bolic acid, glycerin of borax, or perhydrol 
solution. In adults the daily sucking of 
half a dozen formamint or formathol loz- 
enges is usually all that is required. 

Local anesthesia is regarded as unsatis- 
factory. If it is attempted there should 
be a thorough painting with a 10 per cent 
cocaine followed by spraying of 1 to 1000 
adrenalin chloride. Once surface anesthe- 
sia has been produced deep anesthesia may 
be effected by injecting a few drops of a 
one or two per cent solution of cocaine to 
which an equal quantity of 1 to 1000 
adrenalin solution has been added into the 
base and apex of the tonsil, and also into 
its substance at about the level of the mid- 
dle of the anterior faucial pillar. The au- 
thor prefers chloroform as a general anes- 
thetic. 





AN OPERATION FOR UMBILICAL 
HERNIA. 

Ketty (Annals of Surgery, May, 1910) 
has found the from-above-downward over- 
lapping operation by suture from side to 
side the most effective procedure for um- 
bilical hernia, guaranteeing as a rule against 
recurrence. He, however, makes an inci- 
sion over the right and left margins of the 
hernial opening all the way across and 
through the strong fibrous sheath of the 
recti. He then detaches and raises the 
sheath from the recti above and below for 
2 or 3 centimeters. The hernial sac is then 
freed from the rest of the tissue. It is 
opened, and any adherent omentum present 
is removed. If the intestines are adherent 
they are carefully dissected free, aud re- 
placed in the abdominal cavity. The peri- 
toneum is next sewn together with catgut. 
He then hauls up and sews the free margins 
of the lower under the upper flap from side 
to side with four to six interrupted silk 
sutures, using, if needs be, catgut between 
them. If the transrectal incision is angled 
a little upward and the overlapping of the 
recti is well done, there may be little ten- 
sion; there is always a greatly diminished 
tension in the overlapping at the ring itself. 
The free overhanging margin of the upper 
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flap is now sewed by a continuous catgut 
suture to the fibrous tissues and the sup- 
porting part of the operation is completed. 
He believes this form of closure is a more 
efficient one than any yet devised. It in- 
troduces a new principle in the strong haul- 
ing of the tissue upward, starting well out 
on the sides aiding in the overlapping of 
the tissues at the hernial opening. Kelly 
uses from four to six buried, strong silk 
sutures aS a permanent support to hold the 
lower flap snugly up under the upper one; 
all the rest of the suturing is done with 
catgut. He believes it will be found that 
this more aggressive operation, while free 
from any added risk to life, is still more 
effective than any as yet practiced. This 
extensive operation gives no discomfort to 
the patient. There is no necessity for 
bandages or peculiar postures subsequent to 
the operation. The results seem to be in 
every way perfect, and there have been no 
recurrences. 





VACCINE THERAPY IN COLON BACIL- 
LUS INFECTION OF THE URI- 
NARY TRACT. 

BILLINGS (American Journal of the 
Medical Sciences, May, 1910) notes that 
colon bacilluria occurs in fully 50 per cent 
of all cases of bacteriuria. The condition 
may be unattended with perceptible effect, 
either local or systemic. Patients may suf- 
fer from dysuria with frequent urination 
and the colon bacilluria may be the only 
recognized morbid condition. Usually the 
bladder irritation is ascribed to the hyper- 
acid urine, but it may continue when the 
urine is rendered alkaline. That the colon 
infection is the chief cause of the bladder 
irritation is presumptively proved by the 
relief of all symptoms coincident with the 
disappearance of the bacteria from the 
urine. 

Colon bacilluria may be present with 
recognizable morbid changes in the urinary 
tract; the bacteria are either the cause or 
are closely related to the disease process. 
The morbid anatomical change probably 
frequently preéxists in the mucous mem- 
brane of some portion of the urinary tract. 
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The urethra, prostate, ureter, kidney pelvis, 
and kidney may be involved. A urinary 
calculus may preéxist and also may result 
from a colon bacilluria. Colon urinary in- 
fection may be present with tuberculosis 
of the urinary tract and apparently aggra- 
vates the associated morbid anatomy, and 
intensifies the disturbance of the urinary 
apparatus and the general symptoms. It 
may also rarely be present with and aggra- 
vate the local disturbance and general 
symptoms of gonococcic infection of the 
deeper urinary tract; of pyogenic, strepto- 
coccic and staphylococcic, proteus, influen- 
zal, typhoid-bacillus, and other bacterial in- 
fections of the bladder and kidney pelvis. 
Chronic arthritis, myocardial degeneration, 
myalgias, and various other systemic con- 
ditions apparently may be related to the 
urinary infection. 

As to the mode of entrance of colon ba- 
cilli into the urinary tract, this may be 
through the urethra in the female with or 
without instrumentation, and in the male 
probably only by instrumentation. The 
prevalence of colon bacilluria in people 
who have never had a catheter or sound 
passed into the urethra, proves the exist- 
ence of other routes of infection. In the 
vast majority of patients the source is un- 
questionably the gastrointestinal tract. Ob- 
stinate constipation or diarrhea, attended 
with more or less injury of the intestinal 
mucosa, renders the intestinal wall pervious 
to the bacteria, which may then be carried 
by the blood or lymph stream to the kidney, 
ureter, and bladder. Colon bacilli from this 
source have been proved to take on more 
virulent characteristics. 

The diagnosis of bacteriuria is easily 
made by microscopic examination. The 
character of the bacteria usually requires 
a cultural examination of the urine. From. 
a, preferably catheterized, specimen pri- 
mary plate cultures should be made; the 
final recognition of the bacterium by sub- 
cultural and tinctorial tests is a common 
laboratory procedure. A careful physical 
examination of the patient, with chemical 
and microscopic study of the urine, will 
enable one usually to make an anatomicak 
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diagnosis. One should never fail to make 
a careful examination of the external geni- 
tals of the patient, both male and female, 
for focal infection. The rectum should 
also be inspected. The prostate should be 
palpated, and possible sacculation of the 
bladder by abnormal deviations of the uter- 
us and by a lax vaginal wall should be 
investigated. If indicated, a cystoscopic 
examination and catheterization of the 
ureters should be made. The greatest care 
must be exercised in catheterizing the ure- 
ters. This is especially true when the blad- 
der is badly infected. The anatomical 
diagnosis is most important from the thera- 
peutic point of view. If a morbid condi- 
tion of tissue exist which interferes with 
the function of the urinary apparatus, no 
permanent benefit will result from medical 
treatment, until as nearly as possible a 
normal anatomical condition is brought 
about. Colon bacilluria may not be re- 
moved as long as poor drainage of the uri- 
nary tract exists because of sacculation of 
the bladder, enlarged prostate, stricture, 
pressure obstruction, or kink of the ureter, 
kidney-pelvis sacculation, or if a calculus 
or other foreign body be present. 

Formeriy the recognized treatment of 
colon bacilluria consisted preferably in pro- 
longed rest in bed, a copious liquid diet of 
milk, soups, broths, etc., and the use of 
urinary antiseptics, of which hexamethyl- 
enamine is the best. By this method treat- 
ment was long, extended. to months, and 
the result was often poor. 

During the past five years Billings has 
been treating many patients with autoge- 
nous vaccines and reports some extraordi- 
nary results. He states that the specific 
effect of autogenous colon-bacillus vaccine 
therapy is proved by the phenomenon of 
reaction. This appears as a local reaction 
at the point of injection, which includes 
redness of the skin, tenderness, and swell- 
ing over an area from one to two inches 
square. This begins in one or two hours 
after the injection, reaches the maximum 
in twelve to eighteen hours, and gradually 
disappears by the end of forty-eight to 
seventy-two hours. A general reaction oc- 
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curs in two to twelve hours, manifested by 
general malaise, aching of muscles, bones, 
and joints, more or less headache, more or 
less fever, sometimes preceded by a chill 
and leucocytosis. If the patient is up and 
about reaction is more severe, manifested 
by considerable chill and fever. In many 
patients there is irritation manifested by 
pain, aching, etc., of the kidney, bladder, 
joints, groups of muscles, etc., respectively, 
which are the seats of morbid change due 
to the colon infection. The specificity is 
further indicated by an increase in the op- 
sonic index, and finally by an immunity 
manifested by the failure of reaction after 
vaccination and the disappearance of the 
bacteria from the urine. One should em- 
ploy at the same time all rational measures 
to relieve the patient. General hygiene, 
personal cleanliness, correction of diar- 
rhea or constipation, and, as stated above, 
surgical or mechanical measures to correct 
anatomical faults which interfere with 
proper drainage of the urinary tract. 

The author states that colon bacilluria is 
not an uncommon occurrence. In many 
individuals with this urinary infection there 
may be no perceptible effects from it. In 
other patients who suffer from some sys- 
temic infection, the conditions may be as- 
cribed to the existing colon bacilluria with- 
out due regard for some other possible 
cause. This statement the author thinks is 
necessary, because he has found that colon 
infection of the urine has been brought into 
the foreground by some physicians who 
have known of pathological effects due to 
it, and who may misinterpret the condition 
and fail to look for or to find a real focal 
infection somewhere else in the body. We 
must not forget that focal infection of the 
tonsils, of the sinuses of the head, or of 
some other mucous tract of the body may 
produce systemic disease. Therefore, while 
he believes that colon bacillus infection of 
the urinary tract is sometimes a cause of 
not only local but also of systemic disease, 
he would caution those who find this in- 
fection of the urine not to be led astray 
by it, and to make sure of its relation to 
local or systemic evidence of disease by 




















proof of its specificity by agglutinative, 
phagocytic, bacteriolytic, and other tests, 
and at the same time to look for other pos- 
sible sources of infection before the treat- 
ment is begun. 





DYSMENORRHEA IN NULLIPAROUS 
WOMEN. 


Norris and BARNARD (American Journal 
of Obstetrics, May, 1910) conclude an ex- 
cellent paper on this subject as follows: 

Dysmenorrhea occurs frequently in 
young nulliparous women without gross 
pathological lesions. 

With the exception of general conditions, 
the most frequent etiological factors in the 
production of dysmenorrhea are hypoplasia 
of the uterus or ovaries or a pathological 
anomaly causing difficulty in the expulsion 
This is due 
primarily to some form of obstruction in 


of the menstrual products. 


the cervix plus excessive clothing; the latter 
is often caused by a form of membranous 
dysmenorrhea. 

Membranous dysmenorrhea is a more 
frequent condition than is generally sup- 
posed. 

The cervix alone, due to the softening 
and dilatation of the canal which occurs at 
menstruation, rarely, if ever, produces 
dysmenorrhea unless accompanied by a con- 
dition of the menstrual blood which favors 
clotting. 

The so-called pathological anteflexion 
alone rarely, if ever, produces dysmen- 
orrhea. 

In treatment it is of paramount import- 
ance to recognize the cause of the dysmen- 
orrhea, and for this reason a careful study 
General treat- 
ment should not be neglected, and an ether 
examination is absolutely necessary when a 
local condition is suspected. 

The cases which yield the best operative 
results are those in which the pain makes 
itself manifest just before the flow begins, 
and is of a spasmodic, expulsive, or ob- 
structive character. The dull, heavy, con- 
gestive type of dysmenorrhea is but little 


of each case is necessary. 
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relieved by The failure to 
recognize these two classes of dysmenor- 
rhea accounts for the generally poor oper- 
ative results. 

Any form of operation which perma- 
nently dilates the cervical canal will relieve 
the expulsive form of dysmenorrhea. The 
fault with the simple dilatation operation is 
that the stenosis frequently recurs; the 
common history being that these cases are 
relieved for one or two periods only. 

In the author’s hands the Wylie drain 
has proved satisfactory. The drain is not 
a substitute for dilatation, but rather a 
supplementary procedure. 

The Wylie drain must never be used in 
the presence of an inflammatory lesion. 

About 25 to 30 per cent of sterility occur- 
ring in women without gross pathological 


operation. 


lesions can be relieved by appropriate treat- 


ment. 





SURGICAL TREATMENT OF CERTAIN 
CASES OF GLYCOSURIA. 

Mayo Rorson (British Medical Journal, 
April 23, 1910) summarizes as follows an 
admirable clinical article on this subject, 
supplemented by case histories : 

The early recognition and treatment of 
interstitial pancreatitis or of pancreatic 
catarrh, by drainage of the bile ducts, and 
thus indirectly of the pancreatic ducts, and 
the removal of the cause, whether that be 
gall-stones, duodenal ulcer, or other condi- 
tions, may be the means of averting dia- 
betes. 

In certain diseases of the pancreas, even 
after the appearance of glycosuria, sur- 
gical treatment is well worth considering, as 
in a number of cases it has led to a com- 
plete disappearance of sugar from the urine, 
and in others to an arrest of the disease 
causing glycosuria. 

Every case of diabetes should be consid- 
ered from its etiological point of view, see- 
ing that certain cases of glycosuria of pan- 
creatic origin are curable, and in others the 
progress of the disease may be arrested by 
suitable surgical methods that can be car- 
ried out with very small risk. 
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OBSTRUCTION OF THE ILEUM WHICH 
DEVELOPS IN CHRONIC INTES- 
TINAL STASIS. 

LANE (Lancet, April 30, 1910) in his 
present communication wishes to draw at- 
tention to the change in the ileum conse- 
quent upon the progressive descent of the 
cecum into the pelvis which takes place in 
consequence of chronic intestinal stasis. 
The tendency of the cecum to fall is met 
by the formation of two serious resistances 
which develop as independent bands or 
thicknesses in the peritoneum. 

The external series of peritoneal adhe- 
sions, bands, or mesenteries extends from 
the outer aspect of the cecum upward and 
outward to the peritoneum lining the ab- 
dominal wall external to it. The lowest of 
these not infrequently attaches the appen- 
dix, securing it in the first instance at its 
base and extending a variable distance along 
its length. In this manner the fixed portion 
of the appendix forms part of one of the 
ligaments or ties opposing the downward 
displacement of the cecum. The result of 
strain exerted upon the appendix when the 
cecum is full is to kink the distal mobile 
portion of the appendix upon that part 
which has taken on the function of a liga- 
ment and to partly or completely obstruct 
the lumen of its mucous lining. Such ob- 
struction produces an accumulation in the 
distal portion of a transient or permanent 
character and a condition which is described 
generally as appendicitis. In some cases a 
mass Or concretion develops from the accu- 
mulated inspissated contents. 

The other limb of the parallelogram of 
forces lies internal to the cecum, and is an 
added strain along that portion of the mes- 
entery which holds up the end of the ileum. 
In consequence of this strain a thickening 
forms on the under surface of the mesen- 
tery, and this contracts the mesentery along 
the line of strain. This exerts a drag upon 
the ileum at a point about two inches from 
its termination. In this way that piece of 
the ileum external to the area of thickening 
in the mesentery, together with that same 
thickening, forms an internal resistance 
which holds up the dilated cecum heavy 
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with fluid contents and opposes its down- 
ward displacement. Therefore the last 
two inches of the ileum beyond the new 
band performs in addition to its normal 
function that of an internal ligament of the 
cecum, precisely in the same way as the 
fixed portion of the appendix with the band 
securing it forms an external ligament of 
the cecum. Again, as in the case of the 
appendix, the strain exerted upon the fixed 
portion of the ileum serves to reduce the 
caliber of its lumen and to produce an ob- 
struction to the passage of fecal matter, 
thus damming back material in the small in- 
testine. This fecal accumulation remaining 
for an abnormally long period itself under- 
goes changes and produces alterations in 
the intestines, which are manifested to the 
patient in the form of discomfort, pain, or 
distress. 

Clinically a varying degree of impairment 
of the function of the appendix is fre- 
quently associated with a similar defect in 
the end of the ileum. It is by no means 
necessary that the conditions should be asso- 
ciated, since the appendix may escape the 
grip of these newly formed peritoneal ties 
even in advanced cases of intestinal stasis. 
In proportion, however, as the appendix 
escapes performing its share in restraining 
the cecum from getting too far into the pel- 
vis, the greater is the proportion of strain 
thrown on the affected mesentery of the 
ileum and the more likely is this tube to be 
constricted by thickenings or bands. As in- 
dicated before, all these ties are represented 
in the first instance as thickened lines on the 
peritoneum, and later as mesenteries free 
from the peritoneum to which they were 
originally attached. The skeleton repre- 
sents a crystallization of lines of force 
which when transmitted in one direction 
are laid down as compact tissue, and when 
in varying directions as cancellous tissue. 
In precisely the same way the peritoneal 
thickenings and the bands or mesenteries 
into which they develop later represent the 
crystallization of lines of strain and are 
evolutionary and functional, and have no 
relationship whatever with any inflamma- 
tory process. 
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The symptoms produced by the kink in 
the ileum are quite distinct from those 
which result from trouble in the appendix. 
They may be, and often are, associated, be- 
ing produced by the same cause. The ten- 
derness of the kink in the ileum extends 
irom the umbilicus almost directly down- 
ward and to the right, and is quite separate 
from the pain and tenderness of a fixed 
appendix. The distention of the small in- 
testine is a marked feature and varies 
greatly with the time of day, since it is 
much worse when the abdominal wall is lax 
and tired. The pain develops or becomes 
accentuated at a more or less regular inter- 


val after the ingestion of food. It is in- 
creased by any jerky movement, as riding, 
running, especially up or down-stairs, etc. 

This kinking of the ileum is the cause of 
inuch of the pain and discomfort that re- 
mains after the removal of the appendix. 
If the appendix has also been in trouble 
the pain and tenderness produced by it will 
have been removed by the operation, but the 
pain consequent on the kinking of the ileum 
still remains and is the cause of much dis- 
appointment both to the surgeon as well as 
to the patient. Lane closes by calling the 
attention of the profession to the impor- 
tance of this condition. 
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CLINICAL OssTETrics. By Robert Jardine, M.D. 
Third Edition, Illustrated. William Wood & 
Company, New York, 1910. 

The importance given to clinical teach- 
ing in medicine is influencing greatly the 
character of the medical literature of the 
present day. Books on clinical medicine 
and surgery have appeared at various 
times in former years and enjoy consider- 
able popularity. The appearance of a new 
edition of Jardine’s book illustrates the 
tendency of clinical study at present. 

As the name indicates the work is purely 
clinical. The anatomy and physiology of 
the genital tract are omitted. The book 
opens with the summary of the history 
of antisepsis, in which the credit for first 
pointing out the nature of puerperal fever 
is claimed for Thomas Kirkland, in 1774. 
Due credit is given to Holmes and Sem- 
melweis. 

The book is not divided into sections, 
but the chapters take up consecutively 
the complications of pregnancy, labor and 
its mechanism, the management of ordi- 
nary labor and of the normal puerperal 
period, the hemorrhages of pregnancy, 
early and late, including accidental hemor- 
rhage and bleeding from placenta previa, 
postpartum hemorrhage, the abnormalities 


of labor from various causes, the compli- 
cations of the puerperal period, obstetric 
operations, accidents and diseases of the 
child, infant feeding, concluding with the 
statistics of thirty years’ work at the Glas- 
gow Maternity Hospital. 

The book is abundantly illustrated by 
interesting cases and very sparsely illus- 
trated by pictures. This is a marked con- 
trast to the artistic collections so much in 
vogue in modern books, and to one who 
enjoys the reading of interesting text the 
contrast is agreeeable. 

The author’s views on the toxemia of 
pregnancy are essentially those of intelli- 
gent obstetricians of the present time. He 
does not believe that the active principle 
of the thyroid gland increases the elimina- 
tion from the kidneys. He recognizes the 
hepatic element in toxemia, but does not 
seem to have studied the nitrogenous ex- 
cretion of the body by modern methods. 
He shows his loyalty to his government by 
his confidence in “Imperial drink” to cor- 
rect sluggish elimination. We question 
whether in this country any form of bev- 
erage with a national title could be relied 
upon to rouse sluggish elimination. In his 
reports of some of his fatal cases, in the 
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complications of pregnancy, we miss the 
minute examination of the placenta and 
fetal body, which is necessary to form a 
complete picture of the condition present. 

In treating of the management of nor- 
mal labor he describes Ballantyne’s obstet- 
ric satchel and contents as having been 
found practical and efficient. In spontane- 
ous parturition he would turn the patient 
upon the left side. He would close lacer- 
ations immediately after labor, and if the 
cervix has been badly torn, he would in- 
clude this in his immediate repair. 

During the puerperal period he considers 
free drainage of the greatest importance, 
and would put the patient in whatever 
position is required to secure that result. 

In the treatment of hemorrhage from 
abortion, he would curette the uterus un- 
less fully satisfied that its contents had 
been discharged. In treating accidental 
separation of the placenta he recognizes 
the value of the Porro operation, in cases 
where the mother is in fair condition and 
the hemorrhage threatening. He describes 
an accident with De Ribes’s dilating bag, in 
which the bag burst, the fluid causing ad- 
ditional separation of the placenta, and 
helping to bring about a fatal issue. As 
our experience with dilating bags increases 
we must admit they are often a potent 
source of danger. 

In treating placenta previa he speaks of 
palliative treatment if the hemorrhage is 
slight. This is safe, however, only in hos- 
pital, and with private patients in their 
homes he recognizes the danger and 
uncertainty of such a course. As regards 
Cesarian section for placenta previa, he 
believes that more children will be saved 
by operation, but that the risk to the 
mother will be increased. He is especially 
fearful because he believes that those who 
treat most cases of placenta previa are not 
competent to perform abdominal section. 
He has apparently not yet come to the 
point of advising that all cases of hemor- 
rhage in pregnancy be considered serious, 
and that they be subjected to as strict a 
scrutiny and as thorough care as cases of 
ectopic gestation. Such is our belief in 





this matter, and we think the sooner the 
profession takes this stand in obstetrics 
the better it will be for parturient women. 

In treating postpartum hemorrhage, the 
value of strychnine hypodermically and the 
interrupted electric current have not im- 
pressed him greatly. He has had good re- 
sults from suprarenal extract in solution, 
with packing. In traumatic postpartum 
hemorrhage he would stitch a torn cervix, 
and “in fact if there is much laceration 
you should stitch. The cervix can easily 
be drawn down to the vulva to enable 
you to put the stitches in.” 

In delayed labor from failure of cer- 
vical dilatation, he believes that manual 
dilatation of the cervix under an anes- 
thetic before applying the forceps is eff- 
cient and safe. This has been our experi- 
ence, and we consider this method much 
more reliable than the use of dilating bags. 

In dealing with eclampsia he proceeds 
upon the belief that the correction of the 
toxemia will stop the eclampsia. In many 
cases he bleeds, followed by intravenous 
saline transfusion. He does not disturb 
the uterus unless labor has begun. This 
we consider sound teaching and borne out 
by our experience. 

The author does not see much advantage 
in pubiotomy over symphysiotomy, and be- 
lieves that both operations have a limited 
field. Czesarian section in the hands of 
competent operators he considers of espe- 
cial value, and in the hands of the general 
practitioner, craniotomy as a_ substitute. 
Vaginal Cesarian section he has not done. 

The account of thirty years’ work in the 
Glasgow Maternity Hospital is the record 
of the efforts of Jardine and his associates 
to bring about a thorough application of 
antisepsis and asepsis. The results have 
been most satisfactory. 

Jardine’s book may be compared with a 
recent German publication, which indicates 
the importance now given to clinical teach- 
ing. We refer to Das Geburtshilfliche 
Seminar by Liepmann, of Berlin, 1910. 
Liepmann takes up the principal studies 
of importance in obstetric practice, gives 
a brief summary of the facts commonly 




















observed in such cases, and then presents 
one or more illustrated cases. At other 
times he presents the history of an inter- 
esting case, and by analyzing it comes to a 
diagnosis and questions his class concern- 
ing the treatment. The book is capitally 
illustrated by some very simple but good 
drawings. These seem to have been re- 
produced from photographs and illustrate 
exceedingly well the salient points at issue. 

The British Medical Journal recently re- 
marked that Jardine’s was the only book 
of this kind in use at the present day. 
Perhaps it is the largest book upon clin- 
ical obstetrics exclusively, and it is cer- 
tainly of great value. The excellent clin- 
ical judgment displayed, the recognition of 
the salient points in each case, the constant 
plea for surgical asepsis and antisepsis, and 
the wise choice of operation make it a 
most valuable book. It should discourage 
the general practitioner from attempting to 
perform major operations under improper 
surroundings. It should lead him to refer 
such cases to hospital and to those com- 
petent to deal with them. 

Obstetricians, especially clinical teach- 
ers, will find this book as good as a frank 
talk with a trusted professional friend con- 
cerning mutual experiences. We cannot 
say more of any clinical book. _ E. P. D. 


A TEXT-B0OOK ON THE THERAPEUTIC ACTION OF 
Licht. By Gorydon Eugene Rogers, M.D. 
Illustrated. Published by the author, New 
York, 1910. 


Dr. Rogers has attempted to present in a 
concise manner the results of the employ- 
ment of the new light rays in therapeutics 
and to give an unbiased account of the re- 
sults of treatment coming under his own 
observation and that of his friends and 
acquaintances in whom he has confidence. 
He brings to the preparation of the volume 
a decade of personal experience, and deals 
with the etiology and pathology of the vari- 
ous affections, which he discusses only to 
such an extent as to make his therapeutic 
advice rational. It is evident at the start 
that Dr. Rogers is a therapeutic optimist in 
regard to the curative properties of various 
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forms of light. After discussing many of 
the physical facts in connection with this 
subject he proceeds to a consideration of the 
employment of the rays in the treatment of 
various diseases, and gives clear and ade- 
quate descriptions of. the methods which he 
thinks should be employed. Why the fron- 
tispiece of the volume should be a colored 
plate illustrating tuberculin reactions in the 
eye and on the skin is not clear. 


DyspepsiA: ITs VARIETIES AND TREATMENT. By 
W. Soltau Fenwick, M.D. Illustrated. The 
W. B. Saunders Company, Philadelphia, 1910. 
Price $3.00. 

Dr. Fenwick is known in England and 
America because of his concise and careful 
contributions to the study of the disorders 
of the digestive tract. At the present time 
the term Dyspepsia is one which naturally 
is not regarded with favor by the modern 
physician, but as a general term covering 
disturbances of digestion arising from vari- 
ous causes it is perhaps as satisfactory as 
any that can be devised. The book is divid- 
ed into ten chapters, in which the varieties 
of dyspepsia and their differential diagnosis 
are considered. First he considers the dys- 
pepsias which are purely functional in char- 
acter, and then those which depend upon 
actual disease changes in the stomach and 
intestines, and in addition those which de- 
pend upon displacement. Manifestly from 
what has already been said this book is not 
intended as a text-book for students. It is 
rather an essay for practitioners in which 
the author gives his views and those of 
others. A bibliography, covering several 
pages, and an index close the volume. 


A MANUAL oF PERSONAL HycIENE. Edited by 
Walter L. Pyle, M.D. Fourth Edition, Re- 
vised. The W. B. Saunders Co., Philadelphia, 
1910. Price $1.50. 


This small book of less than five hun- 
dred pages is well described in its title. The 
hygiene of the digestive apparatus is dis- 
cussed by Dr. Charles J. Stockton, of Buf- 
falo; that of the skin and its appendages 
by Dr. George Howard Fox, of New York; 
of the vocal and respiratory apparatus by E. 
Fletcher Ingals, of Chicago; of the ear by 
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Dr. B. Alexander Randall, of Philadelphia ; 
of the eye by Dr. Pyle; and of the brain 
and nervous system by J. W. Courtney, of 
Boston. Physical exercise is discussed by 
Dr. G. N. Stewart, of Chicago; the body 
posture by Dr. Joel E. Goldthwait, of Bos- 
ton; and the article on domestic hygiene 
is written by Dr. D. H. Bergey, of Phila- 
delphia. In an appendix information is 
given as to the use of clinical thermometers, 
baths, massage, the treatment of the results 
of accidents and emergencies, and follows 
advice as to poisons and antidotes. As four 
editions of the book have appeared in ten 
years, it has evidently met with a medical 
and a popular need, and it is certainly 
deserving of its success. 


HycieENeE AND Moratity. A Manual for Nurses 
and Others. By Lavinia L. Dock. G. P. Put- 
nam & Sons, New York, 1910. Price $1.25. 


It is manifest from the title of this book 
that the medical man will not gain infor- 
mation from it over and above that which 
he ought already to possess. That facts 
concerning venereal diseases should be 
familiar to nurses as well as to physicians 
goes without saying, and this book will 
help in the now popular crusade against 
gonorrhea and syphilis. A difficult subject 
has been handled skilfully, and the book 
can be commended as a first-rate one to 
place in the hands of those who may be 
called upon to deal with these infectious 
diseases from the standpoint of the nurse. 


INTERNATIONAL Cxinics. Edited by Henry W. 
Cattell, A.M., M.D. The J. B. Lippincott Co., 
Philadelphia, 1910. 

We have so often called attention to the 
International Clinics that there is no need 
of doing more than to name some of the 
articles which are contributed to this issue. 
The volume opens with a clinical lecture by 
Dr. James Tyson on the treatment of car- 
diovascular disease. It is followed by one 
upon the progress of therapeutics during 
the last twenty years by Dr. A. L. Bene- 
dict; by another upon the local effects of 
gall-bladder infections and gall-stones by 
Dr. Frank Billings, of Chicago. Others 


possible. 
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are upon lumbar puncture, inoperable 
tumors, drainage of the cerebral ventricles, 
eclampsia, and finally an account is given 
of clinical lectures and special demonstra- 
tions delivered at the University of Penn- 
sylvania during home-coming week. 


NuRSING IN DISEASES OF THE Eye, Ear, NOosE, 
AND THROAT. By The Committee on Nurses 
of the Manhattan Eye, Ear, and Throat Hos- 
pital. Illustrated. W. B. Saunders Co., Phila- 
delphia, 1910. Price $1.50. 


Seven of the staff of the institution 
known as the New York Eye, Ear, Nose, 
and Throat Hospital contribute the text for 
this volume. While intended for nurses, 
physicians may gain many valuable points 
from it, particularly those physicians who 
are not specialists but who are called upon 
to treat diseases of these parts in emergen- 
cies or because they are so placed that they 
cannot readily call a specialist. The advice 
given is conservative and accurate. 


PracticaL Mepicat Series. Under the General 
Editorial Supervision of G. P. Head, M.D., 
and Charles L. Mix, A.M., M.D. 


Surcery. Edited by John B. Murphy, A.M., 
M.D., LL.D. 


Tue Eye, Ear, Nose, anp THroaT. Edited by 
Casey A. Wood, M.D., Albert H. Andrews, 
M.D., and Gustavus P. Head, M.D. 


GENERAL MepicineE. Edited by Frank Billings, 
M.S., M.D., and J. H. Salisbury, A.M., M.D. 
These year-books, prepared by eminent 

medical men, and edited by Dr. Head, have 

now been before the profession for a num- 
ber of years, and have obtained a place 
which is enviable. The collaborators have 
endeavored to present the literature of the 
past twelve months in as little space as 

The work is well done and com- 

plete. 


THE PRACTITIONERS’ CASE-BOOK FOR RECORDING 
AND PRESERVING CLINICAL Histories. Pre- 
pared and Arranged by the Editorial Staff of 
the Interstate Medical Journal. The Inter- 
state Medical Journal Co., St. Louis, Mo., 1910. 


So much depends upon the manner in 
which each general practitioner keeps rec- 
ords of his cases that it is hard to conceive 


of any “case-book” which will exactly fit 
the needs of every one. If such a book is 
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small in size it does not provide sufficient 
space, and if large enough for full entries, 
it is apt to be very bulky. The present vol- 
ume is perhaps the best arranged and most 
condensed book of this kind which has been 
published. On the left-hand page there is 
space for the name and address of the pa- 
tient, his history, his subjective symptoms, 
and the laboratory findings. On the right- 
hand page there is space for the results of 
physical examinations and further histories 
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at subsequent visits, while at the bottom of 
the page there is a cross-reference for fu- 
ture annotations regarding the patient when 
the first space is used up. At the close of 
the book there is a large number of dia- 
grams of the anterior, posterior, and lateral 
surfaces of the head and body which are 
printed on perforated paper, so that they 
can be torn out and pasted with each his- 
tory. This book can be cordially recom- 
mended to busy general practitioners. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





The month of August finds London very 
deserted from a Londoner’s point of view, 
though as a matter of fact the influx of 
visitors from the provinces and also from 
America prevents any diminution of the 
numbers in the streets. A large proportion 
of medical men are taking a holiday after 
their arduous labors in the meetings of the 
sritish Medical Association, many of the 
hospitals are half-closed for cleaning pur- 
poses, and the well-to-do patient is enjoy- 
ing himself at the seaside. 

The subjects discussed in the meetings 
3ritish Medical Association were as 
usual most varied, and excited the interest 


of the 


of the lay public as well as that of the pro- 
fession. The discussion on the merits of 
the sour milk cure has perhaps attracted the 
most attention from the laity, and the 
warnings uttered as to the possible dangers 
of the treatment have had the effect of pro- 
ducing many indignant letters to the daily 
papers from people who have received great 
benefit from sour milk. Certainly the 
“Bulgarian bacillus” is highly fashionable 
just now, and its popularity will probably 
not be seriously impaired by a few criti- 
cisms from the profession. 

A paper on “Marriage and Insanity” by 
George Savage was listened to with great 
interest. In Dr. Savage’s opinion certain 
persons who have stffered from a degree 
of mental disorder classed as insanity may 


yet recover and marry with no real increase 
of risk to their partners or to their children. 
He held that in no case should marriage be 
allowed where there was a history of peri- 
odical recurrences, or of epilepsy associated 
with any mental symptoms. 

The discussion on the significance of the 
falling birth-rate showed that there is a 
marked divergence of opinion on the sub- 
ject. One group of speakers regarded the 
decrease as a serious danger to the welfare 
of the nation which should be checked as 
rapidly as possible, while the other group 
of speakers regarded the decrease as a nat- 
ural and necessary result of overcrowding, 
and not as a menace to the nation’s weal. 
The decrease lies chiefly in the wealthier 
classes; among the less prosperous classes 
the rate is still definitely maintained. Dr. 
Hunter maintained that the elder born chil- 
dren of a family were more likely to suffer 
from defective conditions than the younger 
ones, and he also gave it as his opinion that 
a woman bore the strongest and fittest chil- 
dren between the ages of twenty-four and 
twenty-five years. Luxury, disease, and 
convenience were given as the chief factors 
in the decline of the birth-rate among the 
affluent classes, and these causes were gen- 
erally accepted by all speakers. 

In the section given over to the discus- 
sion of service matters the difficulties in 
the way of providing proper ventilation for 
warships were dwelt upon. The limited 
living space, in conjunction with the desire 
of the bluejacket to keep all possible means 
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of ventilation closed, makes the problem a 
very knotty one. The more warships cost 
the more imperative is the necessity to de- 
velop their whole power, and in conse- 
quence the less room there is for living 
accommodation. Although more than half 
the applicants for the Royal Navy are re- 
jected as unfit, the standard is so high that 
this fact cannot be regarded as an evidence 
of national degeneration. 

The lighter side of the meeting, which is 
usually attended as well if not better than 
the serious part, was this year exemplified 
by visits or excursions to Maidenhead, 
Windsor, Alton (to inspect Sir William 
Treloar’s Home for Cripples), Eastbourne, 
Brighton, and Bath. The arrangements for 
these were made by Mr. C. Ryall, and as 
everything went off well were much en- 
joyed. There were also two competitions 
for golfers—one at the Burhill course 
against bogey, and the other a team match 
(London against the visitors), in which the 
former were victorious. The meeting as a 
whole was a distinct success. 

The question of prison reform has been 
much to the fore during the past month. 
The Home Secretary, Mr. Churchill, in a 
speech to the House of Commons, outlined 
a complete revision of our prison system, 
which the government proposes to intro- 
duce next year. This reform has been de- 
signed with a twofold object—to keep as 
many people out of jail as possible, and to 
fit those who do get in for a return to an 
honest life. Many people are sent to prison 
because they cannot pay their fines. An 
attempt will be made to secure a period of 
grace to any person of fixed abode to en- 
able him to pay the fine imposed before the 
alternative sentence of imprisonment is en- 
forced. Another important feature will be 
the treatment of boy offenders. The two 
general principles upon which the reform 
will be based are these: No youth should 
receive a punishment unless it is either of a 
curative or of an educational character. 


The penalty should never be of a merely 
punitive nature. It is proposed that instead 
of imprisonment, some sort of disciplinary 
detention or defaulters’ drill should be in- 
stituted. 


Political prisoners—that is, pris- 
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offenses 
which do not involve moral turpitude, such 
as suffragettes and passive resisters—will 


oners who are committed for 


receive favored treatment. This will in- 
clude the right to wear their own clothing, 
to obtain meals from outside the jail, to 
converse freely with friends and fellow 
prisoners, and to provide books at their 
own expense, providing these do not bear 
upon current questions, Entertainments are 
to be given in the jails, a lecture or a con- 
cert once in three months. Police super- 
vision after release and ticket of leave will 
be completely abolished, and prisoners who 
are released before the termination of their 
sentences will be handed over to one of the 
numerous prisoners’ aid societies. A great 
effort will have to be made to rehabilitate 
men who have been in prison, and to secure 
that they shall have an opportunity of re- 
suming their place in the ranks of honest 
industry. Needless to say these proposals 
are meeting with much criticism, both seri- 
ous and humorous. The police are quoted 
to the effect that the abolition of the ticket- 
of-leave principle will render their work 
of supervision more difficult and less effec- 
tive, and the humorists are pointing to the 
joys of prison life, with its concerts, comic 
operas, and conjuring entertainments. It 
seems to be a pity that some more definite 
suggestions should not be forthcoming for 
separating the habitual criminal from the 
occasional, as there is no doubt that the 
former does tend to corrupt the latter. 

A large number of the fraternity have in 
the past three weeks been under canvas 
with the Territorial forces and allied bodies, 
and so far we are glad to be able to record 
that there have been no serious accidents 
like the one that occurred last year, when a 
newspaper motor van ran into a body of 
men when on the march at night on Salis- 
bury Plain. This accident resulted in sev- 
eral deaths and many injuries. Most of 
the Territorial regiments have medical offi- 
cers attached, and the latter go out for the 
annual training with the various contin- 
gents. Sore throats and sore feet form the 
majority of the casualties. The various 
universities sent out their contingents of 
officers’ training corps, and as each of these 
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supplies a medical unit, a large number of 
medical students were out this year. Ox- 
ford and Cambridge went in July, as did 
also the University of Edinburgh. The 
London Corps went out on the last Satur- 
day in July for a fortnight, and came in for 
all sorts of weather except snow. How- 
ever, there was no grumbling and much 
hard work was got through. One night 
when rain came on very heavily about mid- 
night I saw two tentfuls turn out without a 
stitch on, not even boots, and proceed to 
dig a trench amid much hilarity. About 60 
medical men went over the Military Hospi- 
tal at Aldershot and were shown the rou- 
tine of admission and discharge of a pa- 
tient, and the general management. In all 
there were about 250 students down at the 
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camp. Near-by was the camp of the public 
schools, where some 3000 boys were pres- 
ent, while as many again were camping out 
on Salisbury Plain. 

It is my lot to pass almost daily through 
that part of London where the Old Curios- 
ity Shop “immortalized by Charles Dick- 
ens” is situated. At this time of year there 
are always several cabs or charabancs 
standing outside, and the constant remarks 
heard in passing are to the effect, “Isn’t it 
sweet; well, we’ve done that, where are we 
going next?” The place will want retiling 
again shortly, as the stock of tiles is fast 
disappearing, although as far as I remem- 
ber this was done only a few years ago. 
At this time of year the occupants do a 
very good business in curios. 





NOTES AND QUERIES. 


THE VALUE OF OPTIMISM IN 
MEDICINE. 


In the course of his address as President 
of the Congress of American Physicians 
and Surgeons, held in May in Washington, 
Trudeau said that if there is no room for 
pessimism in the doctor’s individual career 
there is no room for pessimism in our pro- 
fession, for its ideals and the goal toward 
which it is moving so rapidly are pregnant 
with optimism. The conquest of disease 
by prevention, though disease is the source 
of the doctor’s livelihood, the placing ever 
at the disposal of the poor, without money 
and without price, the greatest gifts of 
learning and skill at our command, the 
strangling of deception and quackery in 
our midst by education of the people, are 
standards which can only be inaugurated 
and upheld by the highest type of optimism. 

Optimism is the one thing that is within 
the reach of us all, no matter how meager 
our intellectual equipment, how unpromis- 
ing our Outlook at the start, or how obscure 
and limited our careers may be. It was 
about his only asset, the author states, 
when he built his first little sanitarium cot- 
tage on a remote hillside in an uninhabited 


and inaccessible region. Viewed from the 
pessimist’s standpoint, that little cottage as 
an instrument of any importance in the 
warfare against must have 
appeared as a most absurd and monumental 
folly. Optimism made him indifferent to 
neglect and opposition and blind to ob- 
stacles of all kinds during the long years 
of struggle before the value of sanitarium 
treatment became generally recognized. It 
enabled him to undertake the culture of the 
tubercle bacillus and delve in the complex 
problems of infection and artificial immuni- 
zation, though he had no knowledge what- 
ever of bacteriology, no laboratory, no ap- 
paratus or books. It has steadily upheld 
his faith in the possibility of ultimately 
attaining to an immunizing treatment for 
tuberculosis in spite of many discourage- 
ments and years of fruitless work. 
Optimism enabled the author to assume 
for over a quarter of a century the finan- 
cial support of his work, and though the 
little cottage grew to be a village, and the 
workroom house became a _ well- 
equipped laboratory, though their support 
each year required large and increasing 
sums, these have ever been forthcoming. 


tuberculosis 


in his 
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In a long life which has been lived daily 
in contact with patients beyond the reach 
of human skill, who through months and 
even years of hopeless illness looked to 
him for help, he has indeed had need of 
all the optimism he could cling to. It has 
ever been a precious asset to him, and he 
hopes to those about him as well, and has 
never entirely failed him. 

He urges us, therefore, not to quench 
the faith nor turn from the vision which, 
whether we own it or not, we carry, as 
Stevenson’s lantern-bearers their lanterns, 
hidden from the outer world, and, thus 
inspired, many will reach the goal; and if 
for most of us our achievements inevitably 
must fall short of our ideals, if when age 
and infirmity overtake us “we come not 
within sight of the castle of our dreams,” 
nevertheless all will be well with us; for, 
as Stevenson tells us rightly, “to travel 
hopefully is better than to arrive, and the 

“true success is in labor.” 





THE GENERAL PRACTITIONER. 


Speaking of a deceased member of the 
medical profession the President of the 
Canadian Medical Association is reported 
in the Canadian Practitioner for June, 
1910, to have had this to say: 

He it was or such as he that Luke Fildes 
had in view when he painted that great 
picture, “The Doctor,” nineteen years ago. 
Sir Mitchell Banks, of Liverpool, England, 
made the following reference to it in 1892: 
“Of the hundreds of medical men who 
have stood before that picture I am sure 
there was not one whose pulses it did not 
quicken with pleasurable pride, or who left 
it without thinking that it already had 
been, and again would be, his privilege to 
fight against pain and suffering and death 
like his colleague on the canvas. Note 
where the scene of the picture is laid—not 
in some rich man’s mansion, but in a work- 
ingman’s cottage. With admirable skill the 
painter has pitched on the early hour of the 
morning for the time. The sick 
child, worn with the raging fever, lies 
spent and exhausted. Till then the parents 
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have been fighting on with their nursing ; 
soothing, caressing, encouraging their little 
one, and hoping against hope seems all that 
is left to them. And there sits their friend 
—the gentle doctor—watching with them, 
and still puzzling his brains to think what 
more he can devise to stay the lamp of life 
flickering out. He is no courtly physician, 
no London specialist, that man (thank 
God!). He is only a country doctor. But 
his somewhat rugged face tells of honesty, 
and common sense, and self-reliance, and 
gentleness. What more do you want? The 
men that look like that man, whatever be 
their business or trade or profession, what- 
ever be their business, I say, of such men 
is the kingdom of heaven.” The original 
picture is now in the Tate Gallery, Lon- 
don. We do not pretend that the majority 
of physicians are saints or heroes; but we 
do contend that the practice of our pro- 
fession furnishes grand opportunities for 
good work in the interests of suffering 
humanity. We are proud to think that in 


all parts of Canada there are physicians 


who are making the most of such oppor- 
tunities. 

Some may wonder whether Fildes’s doc- 
tor will continue to exist. We are told 
that therapeutics is becoming unpopular 
because there has been in the past, and is 
now, too much empiricism in our methods 
of treatment. The all-important subjects 
among the final branches are diagnosis, 
prognosis, and pathology. It is supposed 
by some that the “McClure” and the 
“gentle doctor” will go out of fashion, and 
that the modern physician will struggle 
louder and puzzle more over his diagnosis, 
and then in a case such as Fildes’s sick 
child he will turn to the mother with a 
bland smile on his wise face, and say to 
her: “Madam, this is a really most inter- 
esting case. It has been very puzzling, but 
I am pleased to be able to say I have made 
a diagnosis and prognosis. This child has 
malignant endocarditis and will die in 
about five or six hours. I can do nothing 
more for you now, but I shall call in the 
morning to make a post-mortem examin- 
ation.” 








